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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpracfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  famiiy? 

★ No  time  to  keep  current  with  technoiogy  and  new  methods? 

★ No  time  or  money  for  protessionai  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  protessionai  staff. 

★ Time  for  patients  and  for  keeping  professionaliy  current. 

★ Financiai  security,  a generous  retirement  for  those  who  quaiify. 

★ it  quaiitied,  unlimited  professional  development. 

★ Medical  facilities  aii  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Compiete  medicai  and  dentai  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Cail 


MSgt  Edward  Dean  Fender 
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Logical  therapy 
for  the  duodenal 
ulcer  patient 

over  55 


• Decreased  mucosal 
resistance  may  be  the 
major  factor  in  ulcer  formatio 
for  patients  over  age  55 


• Studies  suggest  that  only  about  30% 
of  ulcer  patients  over  55  have  hyper- 
secretion of  acid-pepsin;  there  is  actu- 
ally a tendency  towards  lower  acid 
secretion  with  advancing  age?' 

A safe,  nonsystemic  alternative: 
Carafate® 

• CARAFATE®  (sucralfate)  offers 
antiulcer  efficacy  comparable  to  H2 
antagonists  without  systemic  side 
effects  or  potential  for  systemic 
drug  interactions. 

• Carafate  works  nonsystemically  to 
enhance  the  body's  own  ulcer-healing 
ability  strengthening  damaged  mucosa 
as  it  protects  the  tissue  from  further  injury 

• Many  elderly  patients  take  a variety  of 
concomitant  drugs  for  different  con- 
ditions, which  could  lead  to  drug  inter- 
actions if  a systemic  agent  were  used. 


Gastric  secretion  and  age^ 


ARAFATE 

sucralfate/Marion 


Please  see  adjoining  page  for  refererKes  and  brief  summary  of  prescribing  information. 


( ARAFATE* 

sucralfate/Marion 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simulta- 
neous administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine 
will  result  in  a statistically  significant  reduction  in  the  bioavailability  of 
these  agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  pre- 
sumably resulting  from  these  agents  being  bound  by  CARAFATE  in  the 
gastrointestinal  tract.  The  bioavailability  of  these  agents  may  be  restored 
simply  by  separating  the  administration  of  these  agents  from  that  of 
CARAFATE  by  two  hours.  The  clinical  significance  of  these  animal  studies 
is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to 
1 gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses 
up  to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility 
impairment.  Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human 
dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate. 
There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely 
led  to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and 
vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four 
times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100 
and  in  Unit  Dose  Identification  Paks  of  1 00.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 

References: 

1.  Grossman  Ml:  Peptic  ulcer:  The  pathophysiological  background.  Scand 
J Gastroentero/ 15  (suppi  58):  7-16, 1980. 

2.  Marks  IN:  Peptic  ulcer  and  its  complications,  in  Hellemans  J,  Vantrappen 
G (eds):  Gastrointestinal  Tract  Disorders  in  the  Elderly.  Edinburgh, 
Churchill  Livingstone,  1984,  pp  70-81. 

3.  Krentz  K,  Jablonowski  H:  Functional  and  histological  gastric  changes  with 
age,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointestinal  Tract  Disor- 
ders In  the  Elderly.  Edinburgh,  Churchill  Livingstone,  1984,  pp  62-69. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 


1093E6 


^ 

Family  Practice 

Physician  Needed  ) 

Established  need  for  a family  practice  physi-  I 
cian  to  join  seven  man  group  in  beautiful  North- 
west  Iowa.  Modern  10,000  sq.  foot  clinic  build-  j 
ing  is  next  door  to  72-bed  JCAH  accredited  county  | 
hospital.  Unusually  progressive  community  of  ] 
10,000  has  economy  far  above  the  state  aver-  | 
age.  Storm  Lake  offers  3,000  acre  lake,  85  acres  I 
of  park  and  recreation,  and  is  home  to  Buena  ' 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive  i, 
plan,  paid  malpractice  insurance,  liberal  vaca-  ^ 
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FAMILY  PHYSICIAN  WANTED 

Practice  family  medicine  in  rural  South  Dakota 
and  use  all  your  family  practice  skills  — pedi- 
atrics and  obstetrics  to  orthopedics  and  ger- 
iatrics and  everything  in  between. 

Platte,  a peaceful,  clean,  friendly  and  busy 
community  in  south  central  South  Dakota  is 
only  1 5 minutes  from  the  Missouri  River  — ex- 
cellent for  water  sports,  fishing,  camping  and 
hunting.  Beautiful  scenery. 

Modern  hosptial  with  attached  nursing  home. 
Clinic  space  available.  Guaranteed  income. 
Call  shared  3 ways. 

Plenty  of  work,  but  plenty  of  time  to  relax  and 
grow  with  your  family.  Rural  medicine  is  stim- 
ulating, challenging  and  very  satisfying.  You’re 
needed  and  appreciated  here. 

Contact:  J.  W.  Bentz,  M.D. 

P.O.  Box  818 
Platte,  SD  57369 
(605)  337-2633 
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Put  an  end  1 
to  those  monthly  ^ 
bookkeeping  chores. 


Record-Keeping  Checking  Account 


For  Business,  Professionals  & Farm  Operators 


How  it  works 


The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT— An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 

What  it  costs . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you’ll  be 
pleasantly  surprised. 
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Long  Term  lUD  User  at  Menopause 

The  case  of  a woman  who  wore  an  lUD  for  14  years. 

David  A.  Smith,  M.D.* 


ABSTRACT 

Long  term  lUD  use  may  result  in  a variety  of 
problems  and  among  these  is  dysfunctional  uter- 
ine bleeding  at  menopause.  The  case  of  a woman 

Complications  of  IUD  use  are  fairly  common, 
and  problems  have  led  to  the  decision  of  all 
major  manufacturers  to  withdraw  these  devices  from 
the  market.  Nevertheless,  it  is  recognized  that  some 
I women  may  successfully  wear  an  IUD  for  extended 
periods  of  time.*  As  these  women  approach  men- 
opause, previously  uncomplicated  IUD  usage  may 
begin  to  present  with  abnormal  or  dysfunctional 
uterine  bleeding.  When  perimenopausal  bleeding  is 
I abnormal  or  when  postmenopausal  bleeding  occurs, 
j one  must  have  concern  for  the  possibility  of  malig- 
! nancy,  and  a workup  is  necessary  beyond  the  re- 
moval of  the  IUD. 

i 

I 

I Report  of  a case 

A 53  year  old  Caucasian  female,  D.F.,  presented 
for  the  first  time  to  our  clinic  in  January,  1985,  with 
request  to  have  her  IUD  removed  if  she  was  no 
longer  capable  of  pregnancy,  as  she  felt  she  had 
passed  through  menopause.  At  first  she  stated  no 
related  problems,  but  on  careful  questioning,  she 
admitted  to  abrupt  discontinuation  of  menses  in  early 
1983.  She  then  had  spotting  episodes  in  January  and 
June  of  1984.  These  episodes  consisted  of  very  small 
amounts  of  bleeding  without  associated  symptoms. 
The  patient  was  gravida  5005.  Menarche  occurred 
at  age  13.  During  her  years  of  normal  menstruation, 
she  had  a 28  day  interval  with  7 days  of  flow.  She 
characterized  the  first  3 days  as  “heavy”  and  the 
following  days  as  “normal.”  She  had  no  complaints 
of  dysmenorrhea  or  dyspareunia.  She  reported  no 
particular  change  in  this  pattern  from  before  or  with 
the  IUD  in  place. 

An  FSH  level  was  performed  and  was  95  inter- 


*Associate  Professor,  Dept,  of  Family  Medicine,  USD  School 
of  Medicine,  1000  West  4th  St.,  Yankton,  SD  57078 


who  wore  an  IUD  for  14  years  and  presented  at 
menopause  with  dysfunctional  uterine  bleeding 
is  described  and  related  literature  is  reviewed. 

national  units  (postmenopausal  ==  40  — 160  lU). 
The  patient  returned  to  the  clinic  the  following  week 
for  IUD  removal  and  endometrial  biopsy. 

On  examination  the  external  structures  were  nor- 
mal; vagina  was  normal;  cervix  appeared  parous  and 
without  visible  IUD  string.  The  uterus  was  anti- 
flexed and  anteverted,  normal  size  and  consistency, 
freely  movable  and  nontender.  The  adenexa  were 
normal  without  palpable  ovaries,  and  rectal  exam- 
ination was  normal. 

The  cervical  os  was  probed  with  Bozeman  for- 
ceps and  the  string  grasped  blindly.  The  IUD  was 
removed  easily  without  undue  tension  or  discomfort 
and  without  bleeding.  Punctate  calcifications  were 
noted  over  the  IUD  and  stiffened  string,  and  it  was 
identified  as  a Lippes  Loop  (Figure  1).  The  endo- 
cervical  canal  and  endometrial  cavity  were  biopsied 
separately,  and  reports  later  returned  showing  no 
hyperplasia  nor  malignancy. 


Figure  1 

Fourteen  year  old  Lippes  Loop  with  concretions. 
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Old  records  were  obtained  and  confirmed  that  this 
lUD  had  been  placed  in  March  of  197 1 . It  had  been 
successfully  worn  for  nearly  14  years. 

Discussion 

Former  long  term  users  of  lUD’s  have  a modestly 
greater  risk  of  subsequent  spontaneous  abortion  and 
incomplete  abortion  than  short  term  users  or  non- 
users.- Pregnancy  with  spontaneous  abortion  is  pos- 
sible, although  unlikely,  and  should  be  considered 
in  the  perimenopausal  lUD  user  with  abnormal 
bleeding. 

Stadel  and  Schlesselman  have  described  an  in- 
creased risk  of  infection  leading  to  extensive  pelvic 
surgery  in  long  term  lUD  users. ^ Deposits  of  pro- 
tein, calcium,  magnesium  and  other  minor  constit- 
uents develop  on  lUD’s  in  place  for  long  periods 
of  time."^  Persson  and  Holonberg  speculate  that  these 
concretions  or  fragments  of  wire  (in  the  case  of  CU7 
lUD’s)  may  favor  invasive  bacterial  infection  of  the 
endometrium.^ 

Sheppard,  Phil  and  Bonnar  documented  morpho- 
logic changes  in  the  endometrium  induced  by  lUD’s, 
with  and  without  copper  component,  describing  ero- 
sions of  surface  epithelium  and  microthrombosis  in 
the  underlying  endometrial  capillaries.^  They  con- 
tend that  these  changes  explain  bleeding  problems 
associated  with  lUD  usage  and  are  probably  also 
the  very  mode  of  action  by  which  the  lUD  creates 
a uterine  environment  unfavorable  to  implantation. 

lUD’s  also  enhance  fibrinolysis.^  Trauma  to  cap- 
illaries, infiltration  of  polymorphonuclear  leuko- 
cytes, extravasation  of  red  cells  and  fibrin  deposits 
occur.  The  perimenopausal  endometrium,  thinned 
as  a result  of  lost  hormonal  support,  is  at  increased 
risk. 

Biale,  et  al.,  studied  lUD’s  up  to  7 years  in  use 
and  found  concretions,  corrosion  and  thinning  of 
the  plastic,  and  fragmentation  of  the  devices.*  Frag- 
mentation is  reported  to  occur  in  1 to  3%  of  users. 
It  may  present  with  asymptomatic  expulsion  of  the 
fragment(s),  with  pain  or  abnormal  uterine  bleed- 
ing. If  unrecognized,  breakage  results  in  decreased 
efficacy  of  the  lUD  and  pregnancies  have  occurred. 
Fragmentation  also  leads  to  difficulty  in  locating 
and  extracting  old  lUD’s. 

Current  practice  standards  would  dictate  removal 
of  old  lUD’s.  As  lUD  users  reach  menopause,  ab- 
normal uterine  bleeding  may  become  more  likely 
and  necessitate  an  investigation  for  more  serious 
disease.  It  may  be  prudent  to  document  menopausal 
status  of  these  patients  and  remove  their  lUD’s. 
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William  Rossing,  M.D.,  President,  South  Dakota  State 
Medical  Association 


Under  the  Dome 

Not  the  deafening  roar  of  excited  fans  cheer- 
ing on  the  Vikings  to  victory  in  the  Metrodome 
. . . not  the  masses  of  USD  students  screaming 
wildly  as  the  Coyote  basketballers  singe  the  nets  in 
the  DakotaDome  ...  it’s  the  thundering  sound  of 
legislative  footsteps  echoing  in  the  hallways  of  the 
Capitol  as  lawmakers  from  around  the  state  return 
to  Pierre  for  the  annual  session!  Nestled  amongst 
the  bluffs  and  draws  of  the  Missouri  River  breaks 
in  central  S.D.,  the  city  of  Pierre  surges  with  re- 
newed activity  on  multiple  fronts.  Hotels  and  motels 
again  bulge  with  occupants,  food  service  people  lay 
on  additional  help,  law-enforcement  officers  square 
their  shoulders  for  a little  added  pressure  in  main- 
tenance of  the  domestic  tranquility,  and  lobbyists 
begin  the  process  of  bolstering  the  fund  of  infor- 
mation on  special  interests  that  they  provide  to  each 
of  their  lawmakers. 

Last  year  the  SDSMA  had  a heavy  legislative 
agenda  directed  toward  the  goal  of  seeking  some 
relief  in  the  professional  liability  arena  and  working 
toward  tort  reform.  At  this  point  in  time,  and  prior 
to  receiving  the  report  of  the  Legislative  Committee 
of  the  SDSMA  at  our  fall  Council  meeting,  only 
one  contentious  item  appears  to  be  surfacing  for  our 
attention  ...  the  attempt  of  limited  license  prac- 
titioners to  gain  access  to  reimbursement  of  services 
under  the  DakotaCare  IPA  contract. 

As  the  health  care  dollar  becomes  stretched  more 
thinly  year  after  year,  it  becomes  a progressively 
more  difficult  task  for  our  lawmakers  to  responsibly 
allocate  the  limited  resources  available  to  providers 


and  educational  programs  that  will  provide  the  high- 
est level  of  quality  relative  to  cost.  Our  legislators 
need  to  be  given  a measure  of  admiration  mixed 
with  sympathy  for  the  tensions  to  which  they  are 
subjected  as  they  deliberate  these  issues.  By  the 
same  token,  we  as  physicians  concerned  with  the 
delivery  of  high  quality  care  to  our  patients  need 
their  considered  understanding  that  our  positions  of 
confrontation  with  paraprofessionals  and  limited  li- 
cense practitioners  are  not  primarily  “turf  battles.” 
Rather,  they  speak  to  the  fundamental  conviction 
that  in  an  era  of  limited  monetary  resource  there  is 
at  least  a moral  responsibility  to  see  that  our  health 
care  is  purchased  with  a high  level  of  concern  for 
quality  service.  It  makes  little  sense,  to  provide 
hundreds  of  thousands  of  dollars  for  a fine  medical 
education  system  which  provides  access  for  state 
residents  to  highly  skilled,  currently  trained  phy- 
sicians on  the  one  hand,  while  on  the  other  hand 
subsidizing  practitioners  of  limited  capability  who 
wander  much  more  freely  around,  behind  and  under 
the  regulatory  mechanisms  that  monitor  the  quality 
of  care  delivered  by  today’s  medical  doctor. 

In  addressing  the  question  of  interprofessional 
relations,  the  AMA’s  Council  on  Ethical  and  Ju- 
dicial Affairs  has  stated  the  following:  “3.01  — It 
is  wrong  to  engage  in  or  to  aid  and  abet  in  treatment 
which  has  no  scientific  basis  and  is  dangerous,  is 
calculated  to  deceive  the  patient  by  giving  him  false 
hope,  or  which  may  cause  the  patient  to  delay  in 
seeking  proper  care  until  his  condition  becomes  ir- 
reversible. 

Physicians  should  also  be  mindful  of  state  laws 
which  prohibit  a physician  from  aiding  and  abetting 
an  unlicensed  person  in  the  practice  of  medicine, 
aiding  or  abetting  a person  with  a limited  license  in 
providing  services  beyond  the  scope  of  his  license, 
or  undertaking  the  joint  medical  treatment  of  pa- 
tients under  the  foregoing  circumstances. 

A physician  is  otherwise  free  to  accept  or  decline 
to  serve  anyone  who  seeks  his  services,  regardless 
of  who  has  recommended  that  the  individual  see  a 
physician.” 

Your  legislator  has  his  work  cut  out  for  him  and 
a difficult  6 weeks  ahead.  Be  sensitive  to  the  pres- 
sures under  which  they  operate,  and  offer  your 
counsel  as  they  may  see  fit  to  use  it.  Let  them  know 
you  are  out  there,  interested  and  anxious  to  help! 
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Physician 

Needed 

For  satellite  clinic  sponsored  by  local 
specialists  in  a large  regional  shopping 
center.  Family  Practice,  Emergency 
Medicine  or  Internist  considered.  Can- 
didate must  have  a warm,  caring  per- 
sonality. Compensation  based  on  sal- 
ary plus  incentives  and  benefits. 
Located  in  Sioux  Falls,  South  Dakota, 
population  100,000,  three  state  re- 
gional medical  center,  outstanding 
quality  of  life  with  excellent  school  sys- 
tem, colleges  and  recreational  oppor- 
tunities. Call  or  write  John  Peckham, 
Administrator,  Empire  Medical  Clinic, 
1200  South  Euclid,  Sioux  Falls,  South 
Dakota  57105.  (605)  335-3878. 


Family  Practitioner 

Marshfield  Clinic-Colby  Center  is  seeking  a 
Board  certified/Board  eligible  Family 
Practitioner  to  join  another  Family  Practitioner 
in  an  established  office  based  group  practice 
in  Colby,  Wisconsin.  The  Colby  Center  offers 
the  Family  Practitioner  the  autonomy  of  a 
private,  primary  care  practice,  plus  the 
financial  and  professional  resources  of 
Marshfield  Clinic,  a 250  physician 
multispecialty  group.  This  physician  would 
enjoy  full  hospital  privileges  but  without  the 
distractions  of  OB  or  surgical  responsibilities. 
Excellent  salary  and  benefits.  Please  send 
curriculum  vitae  to: 

Robert  Peterson,  Director 
Regional  Services 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wl  54449 

or  call  collect  at: 

(715)387-5498 


Hundreds  of  careful 
physicians  have  selected 
MDX  medical  data  software. 
Find  out  why. 

Physicians  who  have  thoroughly  investigated 
their  choices  are  selecting  MDX*  — and 
detecting  bottom-line  benefits. 

Benefits  like  improved  cash  flow.  Real  control 
over  patient  billing.  Word  processing  that 
delivers  your  message.  Concise  reports. 
Meaningful  medical  records.  And  more. 

Because  MDX  runs  on  UNIX  and  XENIX** 
operating  systems,  multiple  users  can  perform 
multiple  tasks  simultaneously.  And  that  means 
increased  productivity. 

Call  us  for  more  information  on  MDX  — and 
on  hardware  that's  right  for  your  office. 


*MDX  is  a trademark  of  Clincial  Data  Design,  Inc. 
**UNIX  is  a trademark  of  Bell  Laboratories;  XENIX  is  a 
trademark  of  Micro-soft. 


Business  Resources,  Ltd. 

WORD  & DATA  PROCESSING  SPECIALISTS 


□ 620  S.  Cliff  Ave. 
P.O.  Box  904 
Sioux  Falls,  SD  57101 
339-4176 


□ 422  5th  Ave.  S.E. 

P.O.  Box  1902 
Aberdeen,  SD  57401 
226-0637 
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ibuprofen 


Easy  To  Tafce 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules' 


I Oral 

^ Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Additional  information 


cephalexin 


available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans  " 

Calcium  Channel  Blocking  Agents: 
Basic  Pharmacology* 

Michael  L.  Kauker,  Ph.D.t 
Edward  T.  Zawada,  M.D4 
David  W.  Ziegler,  Ph.D.§ 


ABSTRACT 

! Calcium  channel  blocking  agents  are  a rela- 
I lively  new  class  of  drugs.  These  “slow  channel” 

! blocking  agents  are  a diverse  group  of  com- 
i pounds  which  share  a common  property  of  in- 
! terfering  with  the  voltage  gated  calcium  influx 
during  cellular  depolarization.  Their  primary 
uses  are  in  the  treatment  of  cardiovascular  ab- 
normalities including  arrhythmias,  angina  and 

Calcium  channel  blocking  drugs  are  organic 
compounds  which  selectively  and  reversibly 
interfere  with  the  cellular  influx  of  calcium  through 
voltage  gated  calcium  channels  in  a variety  of  cells 
and  tissues,  thereby  reducing  the  depolarization  as- 
sociated rise  in  intracellular  calcium  concentration. 

The  critical  initial  observations  of  the  mechanism 
of  action  of  these  drugs  were  the  pioneering  work 
of  Fleckenstein  and  associates'  who  in  the  late  six- 
ties observed  that  when  certain  organic  compounds 
i were  added  to  the  tissue  bath,  the  isolated  tissues 
I behaved  as  if  they  were  placed  in  a calcium  free 
bathing  solution.  They  named  these  chemicals  ‘ ‘cal- 
cium antagonists.”  Subsequently,  investigations 
have  revealed  that  these  compounds  do  not  antag- 
onize the  actions  of  intracellular  calcium;  rather, 
they  prevent  calcium  entry  through  excited  cell 
membranes.  Hence  the  term  ‘‘calcium  channel 
blocking  agents.”  These  basic  observations  have 
led  to  the  development  of  a new  and  exciting  ap- 
proach to  the  treatment  of  a variety  of  diseases. 


*Presented  at  a recent  symposium  entitled:  “Modem  Trends 
in  Antihypertensive  Therapy,”  held  in  Vermillion  on  Septem- 
ber 23,  1986. 

tDepartment  of  Physiology  and  Pharmacology,  USD  School 
of  Medicine,  Vermillion,  SD. 

f Chief,  Division  of  Nephrology  and  Hypertension,  USD  School 
of  Medicine,  Sioux  Falls,  SD. 

§Department  of  Physiology  and  Pharmacology,  USD  School 
of  Medicine,  Vermillion,  SD. 


hypertension.  However,  they  hold  promise  in  the 
treatment  of  asthma,  premature  labor,  GI  spasm, 
skeletal  muscle  dysfunction,  and  mental  diseases 
as  well  as  tissue  protection  in  myocardial  infarc- 
tion, renal  failure,  stroke  and  hypertension.  New 
information  is  accumulating  rapidly  as  research 
and  clinical  uses  of  these  drugs  increase. 

including  hypertension.  At  present,  a very  large 
number  of  calcium  channel  blocking  drugs  are  under 
development  although  only  a few  have  been  ap- 
proved for  therapeutic  use. 

Cellular  calcium  concentration  is  regulated  by 
several  factors.  At  rest,  the  intracellular  concentra- 
tion of  ionized  calcium  is  very  low  (<0. 1 piM)  while 
extracellular  calcium  is  high  (2.5  mM,  implying  a 
gradient  of  about  1:20000).  This  allows  cells  to 
utilize  calcium  as  a transmembrane  messenger  that 
can  elicit  cell-specific  responses  upon  entry.  The 
calcium  ion  concentration  in  the  cytoplasm  depends 
on  3 factors:  (a)  influx  from  the  extracellular  space, 
(b)  release  from  intracellular  sequestrations,  i.e.  sar- 
coplasmic reticulum,  calmodulin,  cell  membrane, 
etc.,  and  (c)  pumping  out  of  accumulated  intra- 
cellular calcium  (Fig.  1).  Each  of  these  factors  ap- 
pears to  have  its  own  control  mechanism. 

Calcium  Channels 

Calcium  entry  channels  are  thought  to  be  specific 
molecular  structures  in  the  cell  membrane.  They 
may  be  divided  into  two  basic  groups:  voltage  gated 
channels  and  receptor  activated  channels.  Calcium 
channel  blocking  drugs  interfere  primarily  with  the 
function  of  the  voltage  dependent  calcium  influx. 
In  vascular  smooth  muscle  cells,  these  gates  usually 
open  as  the  consequence  of  the  following  sequence 
of  events:  an  action  potential  traveling  down  a post- 
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Figure  1 

Regulation  of  intracellular  calcium  ion  concentration.  Il- 
lustrated are  Ca  + + entry  through  sodium  channels  and 
through  voltage  gated  and  receptor  operated  calcium  chan- 
nels. Calcium  may  be  removed  by  Ca  + H Na  + exchange 

and  by  calcium  pump.  In  the  cell,  Ca  + + may  bind  to  cell 
membrane  and  to  calmodulin  or  may  be  transported  into 
mitochondria  and  sarcoplasmic  reticulum  (Reproduced  from 
Ref.  10). 

ganglionic  sympathetic  fiber  causes  release  of  nor- 
epinephrine (NE)  from  nerve  terminals.  NE  acts  on 
the  postsynaptic  receptors  opening  the  fast  sodium 
channels.  The  rapid  influx  of  sodium  lowers  the 
membrane  potential  and  opens  the  slow  calcium 
channels.  Calcium  enters  the  cell  causing  contrac- 
tion. Calcium  channels  may  be  in  a resting  state, 
be  activated  or  be  inactivated  by  drugs. 

In  the  cardiovascular  system,  calcium  channel 
blockers  may  act  in  one  or  more  of  the  following 
manners:  (1)  dilate  coronary  arteries  or  prevent  spasm 
(anti-anginal  effect);  (2)  inhibit  contraction  of  smooth 
muscle  in  resistance  vessels  (antihypertensive  ef- 
fect); (3)  inhibit  depolarization  of  cardiac  pace- 
maker and  conduction  tissue  (antiarrhythmic  ac- 
tion); (4)  inhibit  contractility  of  myocardium  and 
reduce  the  force  of  contraction;  (5)  prevent  altered 
tissue  metabolism  and  damage  to  myocardium  or 
vascular  tissues  due  to  calcium  overload  (tissue  pro- 
tective action);  (6)  inhibit  NE  release  (sympatholytic 
action);  (7)  inhibit  platelet  aggregation  (antithrom- 
botic action);  and  (8)  inhibit  aldosterone  secretion 
and  prevent  fluid  retention. 

Calcium  Channel  Blocking  Drugs 

The  term  calcium  channel  blocker  is  used  to  des- 
ignate a large  number  of  chemically  unrelated  com- 
pounds that  mimic  the  effect  of  withdrawal  of  cal- 
cium from  the  external  environment  of  tissues. 
Representative  substances  of  the  major  groups  of 
this  class  of  compounds  are  listed  in  Table  I.  Ni- 
fedipine, verapamil  and  diltiazem  are  approved 
drugs.  The  others  are  considered  experimental  drugs 
in  the  U.S.  Inorganic  ions  that  are  capable  of  block- 


ing calcium  entry  or  may  substitute  for  calcium  by  I 
carrying  calcium  current  (agonists)  are  also  pre-  I 
sented  in  Table  I.  Many  compounds  with  the  dihy- 
dropyridine (DHP)  nucleus  have  been  synthesized 
and  are  therapeutically  important  in  the  treatment 
of  cardiovascular  diseases.  Among  them  are  nifed- 
ipine, nisoldipine,  nitrendipine,  nimodipine,  felod-  j 
ipine  and  others.  Some  dihydropyridine  com-  1 1 
pounds,  such  as  BAY  K8644,  enhance  calcium  entry  1 1 
into  cells,  therefore  they  are  calcium  channel  ago-  1 
nists  not  blockers.  Considerable  tissue  and  organ  ^ 
specificity  of  the  slow  calcium  channel  blockers  ^ 
predetermines  their  therapeutic  applicability.  For  ' 
example,  verapamil  acts  primarily  on  cardiac  pace- 
maker and  conduction  tissues  while  nifedipine  shows 
a preference  for  vascular  tissues. 


TABLE  I 

CALCIUM  CHANNEL  ANTAGONISTS  AND 
AGONISTS 

Dihydropy  ridines : 

Nifedipine  (Procardia) 
Nitrendipine 
Nisoldipine  Niludipine 
Nicardipine  Nilvadipine 
Nimodipine  Darodipine 
Felodipine  Flordipine 
Ryosidine  Etc. 

Diphenyl- Alkylamines:  Cinnarizine  Flunarizine 
Fendiline  Phenylamine 

Cardiac  Acting: 

Verapamil  (Isoptin,  Calan) 

Diltiazem 

D-600 

Inorganic  ions: 

Magnesium  Cobalt 
Manganese  Nickel 
Cadmium  Lanthanum  (3  -I- ) 

Agonists: 

BAY-K8644  Strontium 
CGP-28392  Barium 

Hemodynamics  Effects  of  Calcium  Channel 
Blockers 

The  development  of  hypertension  can  be  pre- 
vented by  pretreatment  with  DHP  calcium  channel 
blockers  in  spontaneously  hypertensive  rats  (SHR) 
(Fig.  2)  as  well  as  in  salt  sensitive  Dahl  rats.^  The 
antihypertensive  effect  of  these  compounds  in  hu- 
man subjects  is  directly  related  to  the  patient’s  age 
and  to  pretreatment  blood  pressure,  and  is  inversely 
related  to  the  initial  plasma  renin  activity  (PRA).^ 
Blood  pressure  lowering  appears  to  be  due  primarily 
to  reduced  peripheral  resistance;  therefore,  the  DHP 
compounds  have  been  classified  as  vasodilators. 
Vascular  smooth  muscle  tension  has  been  shown  to 
be  reduced  in  a typical  log  dose-response  relation- 
ship. Blockade  by  calcium  channel  antagonists  of 
NE  or  potassium  induced  contraction  in  mesenteric 
resistance  vessels  have  been  associated  with  a par- 
allel inhibition  of  '^^Ca  influx. 
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Figure  2 

Prevention  of  development  of  hypertension  in  SHR  rats  by 
nifedipine  pre treatment.  Discontinuation  of  treatment  at  52 
weeks  allowed  hypertension  to  develop  (Reproduced  from 
Ref.  2). 


In  isolated  coronary  vessels,  histamine  generated 
tension  is  reduced  while  coronary  blood  flow  in  the 
intact  heart  is  enhanced  by  DHP  calcium  channel 
blockers  providing  evidence  for  their  usefulness  in 
treating  angina.  Tonic  coronary  artery  constriction 
is  somewhat  more  sensitive  to  the  action  of  these 
drugs  than  phasic  contraction  (Fig.  3). 
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Figure  3 

Inhibition  of  acetylcholine-induced  coronary  vasoconstric- 
tion by  DHP-type  calcium  antagonists  (Reproduced  from 
Ref.  11). 


Myocardial  contractility  is  directly  reduced  by 
calcium  channel  blocking  agents  but  is  increased 
indirectly  by  compensatory  sympathetic  activation. 
The  net  effect  depends  on  the  preexisting  condi- 
tions, on  the  degree  of  BP  drop  and  on  the  con- 
comitant use  of  other  drugs.  Heart  rate  tends  to 
remain  constant  or  decline  due  to  the  predominance 
of  direct  depression  of  the  cardiac  pacemaker  and 
A-V  conduction.  Calcium  channel  blockers  should 
not  be  given  simultaneously  with  (3-blockers  be- 


cause of  possible  myocardial  depression  and  dys- 
rhythmias. 

Cerebral  blood  flow  is  increased  by  calcium  chan- 
nel blocking  agents  predominantly  in  the  parietal 
cortex  even  in  the  face  of  lowered  systemic  blood 
pressure.  Anoxic  brain  damage  following  cerebral 
arterial  occlusion  is  thought  to  be  reduced  by  cal- 
cium channel  blockers  due  to  increased  flow  through 
uneffected  vessels.  This  may  lead  to  reduced  re- 
perfusion damage  and  suggests  that  these  dmgs  might 
be  useful  in  the  treatment  of  stroke.  They  have  been 
shown  to  be  highly  effective  in  reducing  spasm  in 
basilar  artery  rings. ^ 

Tissue  damage  in  blood  vessels  due  to  hyperten- 
sion; in  myocardium  due  to  infarction;  or  in  renal 
tubules  due  to  renal  artery  occlusion  may  be  limited 
by  calcium  channel  blockers  by  reducing  “calcium 
overload’’  induced  degeneration.  Hypertension  in- 
duced excessive  accumulation  of  calcium  in  most 
vascular  tissues  is  prevented  by  these  agents  as  is 
the  development  of  ocular  aneurysms.^  These  ob- 
servations imply  an  antiatherosclerotic  effect  of  these 
agents  since  calcium  deposits  to  cement  athero- 
sclerotic plaques.  Therefore,  these  compounds  have 
been  extensively  studied  for  therapeutic  use  in  a 
variety  of  cardiovascular  disorders. 

Calcium  channel  blocking  agents  have  complex 
effects  on  the  salt  retaining  renin-angiotensin-al- 
dosterone system.  Renin  release  from  isolated  per- 
fused kidneys  and  suspended  juxtaglomerular  cells 
is  enhanced  by  these  drugs. ^ In  contrast,  DHPs  block 
the  angiotensin  or  potassium  stimulated  production 
and  release  of  aldosterone  from  the  adrenal  glands.® 
Therefore,  these  compounds,  unlike  other  vasodi- 
lators, do  not  produce  fluid  retention.  Rather,  they 
tend  to  increase  urine  flow  and  sodium  excretion.^ 
We  have  examined  the  renal  effects  of  nisoldipine 
in  SHR  rats  using  micropuncture  techniques  to  as- 
sess which  nephron  segment  is  most  affected  by  this 
drug.*^  Nisoldipine  did  not  alter  GFR  or  RBF  in 
these  rats.  Urinary  excretion  of  sodium  and  water 
but  not  potassium  was  increased  consequent  to  in- 
hibition of  reabsorption  along  the  distal  convoluted 
tubule.  The  simultaneously  lowered  plasma  aldos- 
terone may  have  been  the  cause  of  the  reduced  distal 
reabsorption  and  the  mild  diuresis  and  natriuresis 
sufficient  to  prevent  fluid  retention  in  the  face  of 
lowered  BP. 
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Professional  Liability  Briefs 


Physicians  Should  Object  To 
Unrealistic  Cost  Containment 

A California  court  has  brought  malpractice 
liability  into  the  domain  of  the  third  party 
payor.  The  California  Court  of  Appeal,  ruling  in  a 
case  described  by  the  court  as  the  “first  attempt  to 
tie  a health  care  payor  into  the  medical  malpractice 
chain,”  held  that  third  party  payors  of  health  care 
services  can  be  held  legally  accountable  when  med- 
ically inappropriate  decisions  result  from  defects  in 
the  design  or  implementation  of  cost  containment 
mechanisms. 

However,  in  this  particular  case,  Medi-Cal  was 
not  held  liable  to  a patient  who  suffered  compli- 
cations at  home  after  her  physician  discharged  her 
when  Medi-Cal  refused  to  approve  a longer  hospital 
stay,  because  the  physician  did  not  object  or  protest. 
Where  a physician  complies,  without  protest,  with 
limitations  imposed  by  a third  party  payor,  he  can- 
not avoid  responsibility  for  a patient’s  resulting  in- 
juries. 


In  this  case,  the  physician  was  left  on  the  hook 
because  he  complied  with  the  Medi-Cal  hospitali- 
zation guidelines  without  protest.  The  clear  lesson 
to  be  learned  from  this  case  is  that  any  such  guide- 
lines of  a third  party  payor  which  are  medically 
unrealistic  or  dangerous  to  the  life  or  health  of  the 
patient,  should  be  protested  by  the  treating  physi- 
cian. This  protest  should  be  documented  and  com- 
municated to  the  third  party  payor. 

This  is  perhaps  the  first  case  of  this  kind  in  the 
nation.  According  to  the  court,  it  is  the  first  case 
of  this  kind  in  California.  It  is  possible  that  South 
Dakota  courts  could  decide  this  question  differently 
when  it  is  presented  to  them.  However,  it  would 
appear  that  the  most  prudent  course  of  action  would 
be  to  protest  any  unrealistic  regulations  as  is  con- 
templated by  this  case.  Wickline  vs.  State,  228 
Cal.  Rptr.  661  (Cal.  App.  1986). 
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Clinical  Use  of  Calcium  Channel  Blockers  in 
the  Treatment  of  Essential  Hypertension* 


Edward  T.  Zawada,  M.D.f 
I Michael  L.  Ranker,  Ph.D4 
David  W.  Ziegler,  Ph.D.§ 


ABSTRACT 

From  the  previous  paper  it  is  clear  that  calcium 
channel  blockers  have  potential  clinical  useful- 
ness in  a variety  of  cardiovascular  disorders.  They 
are  approved  by  the  Federal  Drug  Administra- 
; tion  for  angina  and  antiarrhythmic  purposes.  The 
I newest  area  of  investigation  in  this  country  is 
their  use  in  hypertension.  In  Europe  and  Japan 
these  agents  have  been  used  for  all  three  cardi- 
ovascular purposes  for  some  time.  They  were 

Step  I Therapy  of  Hypertension 

Table  I illustrates  the  latest  revision  of  Step 
Care  therapy  for  hypertension  which  was  rec- 
ommended by  the  Joint  National  Council  for  Hy- 
pertension.’ These  recommendations  included  a 
change  from  the  previously  recommended  therapy 
which  was  the  standard  for  over  10  years.  In  this 
latest  revision  B -blockers  were  elevated  to  Step  I 
therapy  in  addition  to  diuretics.  The  reason  for  this 
major  change  in  therapeutic  strategy  was  the  ac- 
cumulation of  information  over  the  past  5 years 
concerning  side  effects  of  diuretic  drugs. 

Table  II  lists  the  side  effects  of  diuretic  drugs. 
These  include  several  which  are  less  common  and 
seen  primarily  in  a nephrology  subspecialty  practice 
such  as  hyponatremia.  The  major  diuretic  side  ef- 
fects which  are  of  concern  to  the  primary  carephy- 
sician  include  hypokalemia,  metabolic  alkalosis, 
glucose  intolerance,  and  abnormal  lipid  metabo- 


*Presented  at  a recent  symposium  entitled:  “Modem  Trends 
in  Antihypertensive  Therapy,”  held  in  Vermillion  on  Septem- 
ber 23,  1986. 

tChief,  Division  of  Nephrology  and  Hypertension,  USD  School 
of  Medicine,  Sioux  Falls,  SD. 

tDepartment  of  Physiology  and  Pharmacology,  USD  School 
of  Medicine,  Vermillion,  SD. 

§Department  of  Physiology  and  Pharmacology,  USD  School 
of  Medicine,  Vermillion,  SD. 


first  considered  in  hypertensive  patients  with 
coronary  artery  disease.  More  recently  they  have 
been  considered  an  alternative  to  existing  Step  I 
antihypertensive  medications  even  in  hyperten- 
sive patients  without  coexistent  heart  disease. 
They  avoid  the  side  effects  of  existing  Step  I 
agents,  and  provide  potential  cardiovascular 
benefits  not  afforded  by  existing  antihyper- 
tensive drugs. 

lism.  Hypokalemia  which  went  untreated  in  the 
Multiple  Risk  Factor  Trial  (MRFIT)  is  thought  to 
be  the  major  factor  accounting  for  the  higher  mor- 

TABLE  I 

STEP  CARE  THERAPY  OF  HYPERTENSION 
STEP  I STEP  II  STEP  HI  STEP  IV 

Diuretics  Diuretics  Diuretics,  Guanethidine 

B-blockers  and  an  adrenergic 

adrenergic  inhibitors, 
inhibitor  and  a 

vasodilator 

Adrenergic  inhibitors  include:  reserpine,  prazosin, 
B-blockers,  aldomet,  clonidine,  labetolol, 
guanabenz,  and  guanadrel. 

Vasodilators  include:  prazosin,  hydralazine,  and 
minoxidil. 


TABLE  II 

SIDE  EFFECTS  OF  DIURETICS 

1.  Hypokalemia 

2.  Metabolic  alkalosis 

3.  Hyponatremia 

4.  Hypercholesterolemia 

5.  Decreased  High  Density 

Lipoproteins  (HDL) 

6.  Hyperuricemia 

7.  Glucose  intolerance 
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tality  rate  in  hypertensive  patients  with  abnormal 
ECG’s  that  received  more  aggressive  diuretic  ther- 
apy rather  than  less  aggressive  diuretic  therapy  in 
this  study.-  The  higher  mortality  rate  was  due  to 
sudden  death  and  is  believed  to  have  been  due  pri- 
marily to  arrhythmic  deaths.  Metabolic  alkalosis 
which  can  also  produce  cardiac  arrhythmias  may 
have  been  a contributory  factor. 

Also  observed  with  long  term  diuretic  therapy 
has  been  a predictable  increase  in  total  cholesterol 
and  decrease  in  HDL  cholesterol.^  This  combination 
of  metabolic  abnormalities  is  thought  to  create  con- 
siderable risk  for  subsequent  atherogenesis  as  sug- 
gested by  data  from  the  Framingham  study.'*  Thus 
there  is  reason  to  suggest  that  diuretics  may  con- 
tribute to  already  existing  atherogenesis  in  the  pa- 
tient with  hypertension  and  coexistent  heart  disease, 
a common  accompaniment  of  hypertension.  Fur- 
ther, the  lipid  abnormalities  associated  with  diuretic 
therapy  may  especially  contribute  to  atherogenesis 
with  prolonged  therapy  and  so  may  not  be  the  best 
antihypertensive  drug  category  for  patients  who  may 
need  to  be  treated  for  prolonged  periods  of  time, 
i.e.  the  young  patient  with  hypertension,  if  a rea- 
sonable alternative  were  available. 

B-blockers  were  thought  to  be  such  an  alternative 
during  the  last  revision  of  recommended  antihyper- 
tensive therapy  by  the  Joint  National  Council.  Since 
that  last  revision,  evidence  has  accumulated  that  B- 
blockers  may  not  be  the  best  alternative.  It  has  been 
predicted  that  other  drugs  will  be  considered  equally 
attractive  for  Step  I monotherapy  of  hypertension 
during  the  next  revision  of  their  recommendations. 
Table  III  lists  the  side  effects  seen  with  B-blocker 
therapy.  Bronchospasm  and  bradycardia  make  B- 


TABLE  III 

SIDE  EFFECTS  OF  B-BLOCKERS 

1.  Bradycardia 

2.  Congestive  heart  failure 

3.  Bronchospasm 

4.  Interference  with  recognition  of  hypoglycemia  in 

diabetics 

5.  Worsening  intermittent  claudication 

6.  Reduction  of  renal  blood  flow  and  glomerular 

nitration  rate 

7.  Reduction  of  HDL 


blockers  unsatisfactory  alternative  Step  I drugs  for 
asthmatics  and  diabetics  respectively.  Depression, 
congestive  heart  failure,  and  hemodynamic  reduc- 
tion of  renal  blood  flow  and  glomerular  filtration 
rate  make  them  unsatisfactory  for  additional  groups 
of  patients.  In  addition  B-blockers  are  most  useful 
for  the  young  essential  hypertensive  with  higher 
renin  levels  and  are  less  useful  for  the  elderly  and 


blacks  with  low  renin  essential  hypertension.  Fi- 
nally, B-blockers  have  been  shown  to  reduce  car- 
dioprotective HDL-cholesterol-'*  levels  which  sug- 
gests that  they  like  diuretics  may  be  atherogenic 
with  prolonged  therapy.  In  this  regard  this  category 
of  antihypertensives  may  not  be  a good  alternative 
for  patients  with  coexistent  hypertension  and  cor- 
onary artery  disease,  coexistent  hypertension  and 
peripheral  arterial  atherosclerosis,  or  for  young  pa- 
tients who  need  antihypertensive  therapy  for  very 
prolonged  periods  of  time,  i.e.  decades. 

As  a consequence  of  the  above  problems  with 
B-blockers,  other  alternatives  to  diuretics  for  mono- 
therapy of  mild  hypertension  have  been  sought. 
The  FDA  has  approved  3 other  alternatives  thus  far: 
Alpha-blockers,  transdermal  clonidine,  and  con- 
verting enzyme  inhibitors  (CFI).  Alpha-blockers 
have  been  found  attractive  for  therapy  for  mild  hy- 
pertension as  many  studies  have  shown  that  they 
have  no  deleterious  effects  on  lipid  profile.  How- 
ever, they  are  effective  as  monotherapy  only  for  the 
mildest  forms  of  hypertension,  and  prazosin  has  a 
first-dose  syndrome  associated  severe  orthostatic 
hypotension.  We  have  had  extensive  experience  with 
transdermal  clonidine.^  Over  a 2 year  period  of  fol- 
low up  there  was  sustained  reduction  of  blood  pres- 
sure with  this  once-weekly  patch  application  sys- 
tem. The  patients  have  often  preferred  this  route  of 
administration  over  oral  medications.  Dry  mouth, 
skin  rash,  somnolence,  and  a mild  hyponatremia 
have  been  additional  problems  noted  in  our  expe- 
rience. CFI  with  captopril  and  enalapril  also  are 
approved  for  monotherapy  of  mild  hypertension.  A 
recent  study  found  the  quality  of  life  quite  satisfac- 
tory in  patients  taking  CFI  rather  than  other  forms 
of  antihypertensive  medications.^  However,  these 
agents  work  best  in  high  renin  essential  hyperten- 
sives. Thus,  the  elderly  and  blacks  and  other  low 
renin  essential  hypertensive  patients  are  less  likely 
to  have  easy  control  of  their  blood  pressure  with 
this  category  of  drugs. 

Thus  the  search  for  alternatives  to  diuretic  therapy 
as  monotherapy  of  mild  hypertension  continues.  The 
remainder  of  this  presentation  will  be  to  review  clin- 
ical experience  with  the  calcium  channel  antagonists 
in  the  management  of  hypertension  not  only  in  the 
patient  with  concomitant  heart  disease  but  also  as 
agents  free  of  the  problem  of  disturbed  metabolism 
compared  to  diuretics. 

Calcium  Antagonist  Therapy  of  Hypertension 

In  the  Sioux  Falls  area  we  gained  some  experi- 
ence with  the  use  of  calcium  channel  blockers  as 
Step  I monotherapy  for  mild  essential  hypertension 
by  enrolling  patients  whose  private  physicians  gave 
approval  to  their  participation  in  a randomized,  dou- 
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ble-blinded,  prospective  controlled  trial  comparing 
the  use  of  a sustained  release  preparation  of  dilti- 
azem  vs.  hydrochlorothiazide  in  the  management  of 
essential  hypertension.  Twenty-seven  patients  com- 
pleted the  study  which  is  soon  to  be  published  in 
detail.^  In  our  population  of  essential  hypertensives 
who  had  a mean  age  of  55  plus  or  minus  2 years 
of  age,  which  is  a somewhat  “elderly”  age  for  a 
group  of  essential  hypertensives,  a greater  number 
of  patients  (79%)  were  successfully  controlled  with 
the  twice  daily  diltiazem  preparation  than  those  re- 
ceiving hydrochlorothiazide  (62%).  Hypokalemia, 
alkalosis,  and  hyperuricemia  were  found  in  the  di- 
uretic group  and  not  in  the  diltiazem  group.  As 
mentioned  previously,  hypokalemia  and  alkalosis 
are  risk  factors  for  cardiac  arrhythmias  and  make 
diuretics  potentially  problematic  for  some  hyper- 
tensives with  concomitant  heart  disease.  No  dis- 
turbances of  carbohydrate  or  lipid  metabolism  were 
seen  in  either  group,  and  so  the  26  week  maximum 
follow  up  period  in  our  study  was  not  long  enough 
to  compare  the  drugs  in  these  important  metabolic 
areas. 

Our  data  was  also  combined  with  that  of  8 other 
centers  in  a multicenter  analysis  also  soon  to  be 
published  in  detail,*  but  which  has  already  been 
published  in  preliminary  form.^  In  this  analysis  207 
patients  were  treated  either  with  the  sustained  re- 
lease preparation  of  diltiazem  or  hydrochlorothia- 
zide in  the  same  protocol  as  our  single  site  study. 
In  this  larger  analysis  of  patients  the  mean  age  of 
the  patients  was  substantially  lower.  The  patients 
in  the  multicenter  analysis  included  blacks  and  more 
women.  Our  contribution  to  the  multicenter  patients 
skewed  the  population  toward  elderly  white  men. 
The  multicenter  analysis  especially  had  many  young 
obese  women.  In  this  analysis  44%  of  the  patients 
randomized  to  receive  diltiazem  were  effectively 
controlled,  and  51%  of  the  hydrochlorothiazide 
group  were. controlled.  When  these  data  were  ana- 
lyzed by  race  and  age,  diltiazem  caused  greater  blood 
pressure  reduction  in  patients  who  were  black  or 
who  were  over  55  years  of  age.  This  finding  is 
consistent  with  the  European  experience  who  found 
greater  efficacy  of  calcium  channel  antagonists  in 
these  2 groups  of  patients  and  in  the  general  group 
of  low  renin  essential  hypertensives.'®  In  this  mul- 
ticenter evaluation  diltiazem  did  sustain  the  blood 
pressure  reduction  in  those  who  were  controlled  for 
the  full  six  months  of  study.  There  was  no  “escape” 
or  tachyphylaxis  to  the  antihypertensive  properties 
of  the  drug. 

In  these  patients  heart  rate  was  slightly  lower 
compared  to  baseline  after  treatment  with  diltiazem. 
There  was,  therefore,  no  reflex  tachycardia  as  is 
often  seen  with  other  vasodilators.  Hypokalemia  was 


seen  only  in  the  patients  who  received  hydrochlo- 
rothiazide. No  clinically  significant  changes  were 
seen  in  the  electrocardiograms  after  treatment  with 
diltiazem. 

In  our  local  experience  then  and  in  comparison 
with  other  hypertension  care  centers,  the  calcium 
channel  blockers  do  show  promise  as  alternatives 
to  either  diuretics  or  B-blockers  as  Step  I mono- 
therapy for  mild  hypertension.  This  is  so  because 
they  appear  as  effective  as  hydrochlorothiazide,  have 
less  diuretic  side  effects  such  as  hypokalemia,  and 
can  be  used  in  patients  who  would  not  benefit  from 
B-blockers.  The  latter  would  include  asthmatics  and 
diabetics.  The  latter  would  also  include  patients  with 
borderline  congestive  heart  failure,  and  the  elderly 
and  black  who  have  low  renin  hypertension.  These 
latter  two  groups  seem  to  be  especially  suitable  to 
calcium  channel  blockers  as  monotherapy  for  hy- 
pertension since  these  agents  were  more  effective 
in  these  patients  than  in  other  categories  of  essential 
hypertensive  patients. 

Mention  has  already  been  made  to  the  usefulness 
of  calcium  channel  antagonists  for  the  hypertensive 
patient  with  coexistent  heart  disease.  For  example, 
in  the  patient  with  hypertension  and  borderline 
congestive  heart  failure,  they  would  appear  better 
alternatives  than  B-blockers.  Klein  et  al"  have  shown 
that  calcium  channel  antagonists  have  a favorable 
systemic  hemodynamic  profile.  In  their  experience 
cardiac  output  increases  at  rest  and  during  exercise 
in  patients  receiving  nifedipine  therapy.  This  would 
appear  an  advantage  over  B-blockers  in  patients  with 
hypertension  and  borderline  congestive  heart  fail- 
ure. In  addition,  however,  the  improved  cardiac 
output  would  also  be  an  attractive  alternative  to  even 
a younger  hypertensive  compared  to  B -blocker  ther- 
apy as  it  would  not  impair  exercise  performance. 
This  is  a common  complaint  in  the  young  hyper- 
tensive treated  with  a B-blocker.  Their  maximal 
exercise  capability  becomes  reduced,  which  inter- 
feres with  their  quality  of  life. 

Finally,  Table  IV  summarizes  other  pharmacol- 


TABLE  IV 

PHARMACOLOGIC  EFFECTS  OF 
CALCIUM  CHANNEL  ANTAGONISTS 

1.  Coronary  vasodilation 

2.  Peripheral  vasodilation 

3.  Antihypertensive  effect 

4.  Antiarrhythmic  effect 

5.  Smooth  muscle  relaxation 

6.  Antisecretory  effect 

7.  Antiplatelet  aggregation 

8.  Anti-atherogenic  effect 

9.  Cell  membrane  stabilization 

10.  Anticonvulsant  effect 

11.  Anticardiac  hypertrophy  effect 
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ogic  properties  of  calcium  channel  antagonists  which 
will  have  impact  on  their  future  use  in  the  manage- 
ment of  patients  with  hypertension.  It  can  be  seen 
that  these  agents  not  only  lower  blood  pressure,  but 
also  they  are  coronary  and  cerebral  vasodilators. 
They  are  antiarrhythmic.  They  have  been  shown  to 
reduce  platelet  aggregation  and  in  this  way  are  po- 
tentially protective  against  thrombotic  events  in  the 
cardiac  and  cerebral  circulations.  They  have  no  ef- 
fect on  lipid  metabolism  compared  to  diuretics  and 
B-blockers,  but  by  preventing  the  calcification  of  a 
plaque,  they  may  also  have  direct  anti-atherogenic 
properties.  Finally,  as  mentioned  in  the  previous 
paper  in  this  series,  in  our  experience  these  agents 
behave  as  potassium-sparing  diuretics.  All  of  these 
additional  pharmacologic  properties  represent  the 
“bonus”  for  using  these  agents  in  patients  with 
hypertension  and  coexistent  circulatory  diseases. 
These  bonuses  may  also  represent  protection  from 
the  development  of  additional  circulatory  disease  in 
any  patient  with  hypertension  and  thus  move  these 
agents  ahead  of  all  others  as  Step  I monotherapy  in 
most  patients  with  mild  essential  hypertension. 
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Physicians  Needed 

Family  practice  and  internal  medicine  phy- 
sicians to  join  seven  doctor  family  practice 
clinic  in  Cloquet,  MN,  a community  of  12,000 
(30,000  service  area),  located  20  minutes 
from  Duluth-Superior.  Clinic  facility  is  lo- 
cated one  block  from  modern,  well  equipped 
77-bed  hospital.  Cloquet  enjoys  a stable 
economy  (forest  products).  Additionally,  our 
community  is  noted  for  its  excellent  school 
system.  First  year  salary  guarantee,  paid 
malpractice,  health  and  disability  insurance, 
vacation  and  study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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new  physicians  to  care  — to  serve  — commit- 
ment — 

“LET  THERE  BE  PEACE  ON  EARTH  AND  LET 
IT  BEGIN  WITH  ME”  ■ 


Annette  Shousha,  President,  South  Dakota 
State  Medical  Association  Auxiliary 


Images 

Anew  year  — a new  beginning  — 1987  — a 
fresh  start  — new  resolutions  — old  reso- 
lutions recycled  — new  energy  — enthusiasm  — 
renewed  confidence  — hope  in  the  air  — “Peace 
On  Earth  / Good  Will  to  Men”  still  ringing  in  our 
ears  — family  laughter  — singing  around  the  piano 
— renewing  old  friendships  — making  new  — mid- 
night mass  — Monopoly  — birch  burning  in  the 
fireplace  — smell  of  candles  burning  competing 
with  aromas  floating  from  the  kitchen  — popcorn 
— fresh  fallen  snow  — PEACE 
^ ^ 

Cold,  north  wind  — tom  coat  — park  bench  — 
cold  building  — hard  floor  — food  stamps  — hun- 
gry children  — tears  — runaways  — town  dmnk 
— overdose  — debt-ridden  — family  violence  — 
illness  — abortions  — terrorism  — fear  — trading 
arms  for  hostages  — refugee  camps  — confusion 
— AIDS  — pornography  — UNREST 

:jc 

January  — Pierre  — State  legislators  in  session  — 
Auxiliary  legislative  dinner  — all  Auxillians  and 
all  legislators  discussing  issues  over  dinner  — Dave 
Gerdes,  Attorney,  Auxiliary  luncheon  speaker  — 
better  informed  — men  and  women  seeking  solu- 
tions — seeking  guidance  — wisdom,  illusive  — 
learning  to  be  leaders  — leading  — producing  new 
leaders  — patience  — finding  creative  ways  to  ad- 
equately fund  state  medical  school  — educate  — 


Family/General 
Practice  Physician 

to  join  another  Family  Practice 
Physician  in  small  western  South 
Dakota  community.  Medical  cen- 
ter is  new.  Thirty  bed  hospital  and 
nursing  home.  Salary  and  finan- 
cial arrangements  are  negotiable, 
guaranteed  minimum. 

Contact: 

John  Knecht,  M.D. 

Martin  Medical  Center 
P.O.  Box  K 

Martin,  South  Dakota  57551 
(605)  685-6868 
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Keeping  your  patients 
healthy  is  important! 
So  is  maintaining  your 
cash  flow.  We  can  help. 

You  can  get  fast  service  if 
you  submit  your  Blue  Shield 
claims  promptly.  It  will  not 
only  keep  your  accounts 
current,  the  cash  flow 
situation  in  your  office  will  be 
a lot  healthier. 

* Registered  Service  Marks  of  the  National  Association  of  Blue  Shield  Plans 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  West  Madison 
Sioux  Falls 
336-1976 

405  East  Omaha 
Suite  #7 
Rapid  City 
343-6755 
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Masks  of  Depression 

A review  of  the  records  in  a private  psychiatric  practice 

i Roy  C.  Knowles,  M.D.* 


i ABSTRACT 

s 

Depression  is  a multi-visaged  phenomenon 
which  comes  within  the  ken  of  all  physicians. 
However,  many  of  the  faces  of  depression  are  not 
recognized  as  such.  The  purpose  of  this  article 
is  to  describe  the  masks  of  depression.  No  at- 
tempt is  herein  being  made  to  define  etiology  or 
treatment. 

There  is  no  way  to  transpose  the  figures  in  this 
review  to  the  basic  practice  of  the  average  phy- 
sician. There  is  already  a selection  process  going 
on  when  patients  are  referred  by  another  physician 
to  a psychiatrist.  Nevertheless,  it  is  of  interest  to 
note  that  by  this  process  of  selection,  21%  of  cases 
seen  were  given  a diagnosis  of  depression.  Depres- 
sion, as  used  in  this  article,  is  a symptom  rather 
than  as  a complete  diagnosis.  The  range  of  depres- 
sion in  this  list  runs  from  a simple  transient  situa- 
tional depression  to  a severe  psychotic  depression. 
In  the  survey  we  sought  only  the  symptoms  of 
depression  whether  they  be  an  overt  or  covert  form. 

Eighty-seven  per  cent  of  the  one  hundred  cases 
were  referred  by  physicians.  The  age  range  was 
from  a 74-year-old  male  to  an  18-year-old  female. 
Twenty-eight  were  male  and  seventy-two  were  fe- 
male. 

Of  particular  interest  is  the  fact  that  forty  of  the 
one  hundred  cases  given  a diagnosis  of  a depressive 
reaction  of  some  kind  did  not  in  their  complaint 
indicate  depression  by  any  verbal  production.  They 
did  not  use  words  such  as  depression,  blue,  mel- 
ancholy, or  sad.  It  is  this  point  which  is  of  special 
importance  to  the  physician.  In  view  of  the  fact  that 
suicide  is  a potential  in  all  depression,  although 
more  frequently  found  in  certain  forms  of  depres- 
sion than  others,  it  behooves  every  physician  to  be 
constantly  on  guard  for  depression  masked  by  other 
complaints. 

Some  of  the  complaints  as  given  by  the  patient 


*Professor,  Department  of  Psychiatry,  USD  School  of  Medi- 
cine, Sioux  Falls,  SD. 


This  article  is  a result  of  a review  of  the  records 
in  a private  psychiatric  practice.  Records  were 
reviewed  in  alphabetical  order  with  no  concern 
for  dates,  duration  or  other  selection  factors.  A 
goal  was  set  of  100  cases  of  depression.  In  order 
to  find  100  cases  of  depression,  a total  of  470 
records  were  reviewed. 

will  indicate  some  of  the  means  by  which  patients 
will  declare  their  depression  and  attempt  to  mask 
it: 

• Weakness  and  indecisiveness.  Difficulty  with 
husband. 

• Dizziness.  Black  outs.  Loss  of  memory. 

• Diminishing  appetite.  No  interest  in  anything. 
Inability  to  sleep. 

• Intense  fear  of  cancer  following  removal  of 
uterus.  Afraid  of  canned  foods.  Cries,  shakes  and 
acts  scared. 

• Tension  and  pressure  in  head  which  developed 
after  a cold. 

• Taking  too  much  medication.  Abdominal  dis- 
tress. Difficulty  with  writing. 

• Nervous.  Sense  of  fright.  Feels  dull  headed. 
Periods  when  she  stares  and  body  stiffens.  No  mo- 
tivation to  go  back  to  work. 

• Agitation.  Restlessness.  A cloud  that  won’t  lift 
from  the  mind.  Cramping  in  lower  abdomen.  Can’t 
relax. 

• Nervousness.  Body  weakness  and  insomnia. 
Strange  feeling  in  head. 

• Complains  of  bowel  distress. 

• Distressed  with  inability  to  sleep.  Feels  agitated 
and  restless.  Unable  to  concentrate. 

• Nervousness  and  discomfort  in  legs  and  im- 
possibility to  sit  or  lie  still.  Complains  of  sucking 
and  twisting  motions  of  her  tongue  and  her  mouth. 

• Sleeplessness  over  three  and  a half  years. 

• Pain  in  the  neck.  Dull  sensation  of  arms  and 
legs  for  five  years.  Increasing  agitation  and  irrita- 
bility. 

• Severe  headaches,  identified  as  “nervous  head- 
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aches.” 

• Upper  abdominal  pain  for  one  month.  Lower 
abdominal  pain.  Painful  urination  and  nervousness. 

• Can’t  get  a deep  breath.  Weakness,  dizziness. 
“Falling”  which  is  of  recent  origin.  The  onset  of 
the  foregoing  is  after  the  birth  of  a child. 

• Fear  of  loss  of  job  and  money.  Lack  of  sleep. 
Nervous  stomach.  Headaches.  Fear  of  fainting. 
Weakness. 

• Complaint  of  nausea.  Soreness  and  weakness 
in  legs.  “Heart  symptoms.”  Fear  of  death  by  heart 
attack. 

• Difficulty  after  a mild  heart  attack.  Fear  about 
whether  digitalis  will  make  him  sick.  Fear  of  in- 
ability to  produce  at  work.  Afraid  of  the  future  and 
possibility  that  money  will  run  out. 

• Nervous.  Feels  sick.  Dizzy. 

• Feels  world  is  closing  in  on  her.  Uncomfort- 
able. Distressed  with  herself  because  of  hostile  feel- 
ings toward  parent. 

• Agitation.  Inability  to  be  satisfied  anywhere. 

• Nervousness.  Tension  and  worries.  Need  to  be 
busy. 

• Nervousness.  Weakness.  Weight  loss.  Inability 
to  eat. 

• Back  trouble.  Burning  in  her  legs.  Cries  easily. 
Nervous.  Uncertain  of  future. 

• Fearful  of  catching  cold.  Withdrawn.  Nervous. 
Complains  of  back  trouble  (attempted  suicide  a few 
years  ago). 

• Gagging  and  general  nervousness. 

• Nervousness.  Inability  to  concentrate.  Fear  and 
agitation  for  two  months. 

• Severe  agitation  and  uncontrolled  emotional 
outbursts. 

An  illustrative  case  is  that  of  a woman  who  in- 
sisted there  was  something  wrong  with  her  “female 
organs.”  She  did  not  know  what  was  wrong  with 
them,  but  there  was  something  badly  wrong.  She 
insisted  she  needed  a physical  examination.  She 
insisted  she  needed  surgery  with  removal  of  the 
offending  internal  organs.  Psychiatric  consultation 
prior  to  gynecologic  consultation  indicated  that  this 
woman  was  primarily  depressed  but  that  she  had 
successfully  hidden  all  of  the  depression  under 
preoccupation  with  pelvic  disease.  The  speculation 
of  the  psychiatrist  at  the  time  was  that  when  this 
woman  was  told  by  the  gynecologist  that  there  was 
no  pelvic  pathology  the  woman  would  have  but  two 
choices  — to  become  severely  and  probably  psy- 
chotically  depressed  or  to  become  terribly  angry  at 
everyone.  The  woman  for  approximately  one  day 
after  the  message  of  the  gynecologist  had  been  de- 
livered wept  bitterly.  Suddenly,  she  and  her  hus- 
band began  to  hurl  complaints  at  the  hospital,  the 
doctor,  and  then  demanded  her  release.  So  long  as 


she  was  able  to  maintain  either  her  search  for  a 
physical  illness  or  her  anger  she  could  remain  free 
of  the  very  painful  psychological  state  which  is 
depression. 

In  many  of  the  cases  above,  the  declaration  of 
depression  was  very  simply  identified  by  the  psy- 
chiatrist’s asking  the  patient  if  he/she  was  sad  or 
blue  or  depressed.  In  other  instances  the  depression 
was  identified  by  a more  intense  perusal  of  the  pa- 
tient’s personal  life  which  resulted  in  outbursts  of 
crying  or  definite  evidence  of  sadness,  depression 
or  unreasonable  guilt. 

Discussion 

A diagnosis  of  depression  was  made  in  one 
hundred  cases  gathered  from  an  unselected  file  of 
470  patient’s  records.  Twenty-one  per  cent  were 
thus  diagnosed  as  depressed.  These  cases  include 
adults  only.  Eighty-seven  per  cent  of  these  cases 
were  referred  by  physicians.  Of  the  total,  forty  did 
not  indicate  depression  in  their  complaints  by  the 
use  of  words  implying  depression.  The  thirty-one 
examples  used  in  this  report  were  the  cases  taken 
from  physicians  referrals. 

Most  patients  who  are  depressed  will  specifically 
identify  their  sadness  or  depression.  Many,  how- 
ever, will  not  identify  their  depression. 

It  can  be  recognized  by  the  foregoing  that  depres- 
sion masks  itself  under  a wide  range  of  complaints 
and  symptom  complexes.  It  is  important  to  be  sus- 
picious of  depression  because  of  the  potential  for 
suicide  in  any  depressed  patient.  A careful  searching 
for  depression  is  also  important  because  proper 
treatment  is  dependent  upon  proper  diagnosis.  ■ 


Gulbert 
Davis  Go. 


Mailing  Address: 
P.O.  Box  1234 


SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 

AFTER  BUSINESS  HOURS  CALL:  4-10  SOUTH  2ND  AVE 
DON  DAVIS 336-7915 
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DON  OYEN  361-6510  OOO"  I U^U 


24 


SOUTH  DAKOTA 


I 

Jerry  Flanagan 

Resident  Manager 
MEMBER  NEW  YORK  STOCK  EXCHANGE 


100  NORTH  MAIN,  P.O.  BOX  5024 
SIOUX  FALLS,  SOUTH  DAKOTA  57117 
TOLL  FREE:  1-800-843-0063  TOLL  FREE  (SD  ONLY):  1-800-952-0423 
605-336-2550 


TAX  FREE  INCOME 

More  attractive  than  ever! 


With  the  virtual  elimination  of  traditional  tax  shelters  and  many 
commonly  used  deductions,  tax-free  income  is  more  important 
than  ever  before. 

How  can  tax-exempt  municipal  bonds  benefit  your  investment 
portfolio?  They  offer  . . . 

• Tax  Free  Income 

• Limited  Risk 

• Investment  Selection  to  Fit  Individual  Goals 

• Marketability 

• A Tax  Planning  Tool 

For  more  information  about  tax-exempt  municipal  bonds  available 
at  Dain  Bosworth,  complete  and  mail  the  coupon  below  or  call: 

^ I’d  like  more  information  on  tax-free  income  opportunities  available  at 
I Dain  Bosworth. 

I Name  

* Address  

I City State Zip 

I Business  Phone Home  Phone 

I If  you  are  a Dain  Bosworth  customer,  please 

^give  the  name  of  your  Investment  Broker 
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Future  Meetings 

February 

Coronary  Heart  Disease  and  Hypertension,  Freeport,  Ba- 
hamas, Feb.  1-6.  Fee;  $450.  28  hrs.  AAFP  & AMA  Category 
I credit.  Contact:  Maureen  McGinley,  CME,  Creighton  Univ. 
School  of  Med.,  California  at  24th  St.,  Omaha,  NE  68178. 
Phone:  1-800-228-7212,  ext.  2550. 

The  South  Florida  Winter  Hand  Symposium  ’87,  Bahia  Mar 
Resort,  Ft.  Lauderdale,  FL,  Feb.  2-4.  Fee:  $500.  16  hrs. 
AMA  Category  I credit.  Contact:  South  Florida  Winter  Hand 
Symp.  ’87,  2734  Polk  St.,  #1,  Hollywood,  FL  33020. 

Pathology  and  Treatment  of  Esophageal  Disorders,  Wyn- 
dom  Rose  Hall  Beach  Hotel,  Montego  Bay,  Jamaica.  Fee: 
$475.  20  hrs.  AMA  Category  I credit.  Contact;  Maureen 
McGinley,  CME,  Creighton  Univ.  School  of  Med.,  Cali- 
fornia at  24th  St.,  Omaha,  NE  68178.  Phone:  1-800-228- 
7212,  ext.  2550. 

6th  annual  West  Coast  Symposium  in  Doppler  Ultrasound, 

Newport  Beach,  Calif.,  Feb.  23-28.  Fee;  $795.  30  hrs.  AMA 
Category  I credit.  Contact;  Lisa  Krehbiel,  Instit.  for  Medical 
Studies,  30131  Town  Ctr.  Dr.,  #215,  Laguna  Niguel,  CA 
92677.  Phone;  (717)  495-4499. 

Doppler  and  2-D  Echocardiology,  San  Antonio,  TX,  Feb. 
23-28.  Fee;  $895.  40  hrs.  AMA  Category  I credit.  Contact: 
Lisa  Krehbiel,  Instit.  for  Medical  Studies,  30131  Town  Ctr. 
Dr.,  #215,  Laguna  Niguel,  CA  92677.  Phone;  (714)  495- 
4499. 


March 

Cardiology  Department  Management  Conference,  New  Or- 
leans, LA,  Mar.  6-7.  Fee;  $350.  Contact:  Lisa  Krehbiel, 
Instit.  for  Medical  Studies,  30131  Town  Center  Dr.,  #215, 
Laguna  Niguel,  CA  92677.  Phone:  (714)  495-4499. 

Annual  Meeting  of  the  United  States-Canadian  Division  of 
the  International  Academy  of  Pathology,  Palmer  House, 
Chicago,  IL,  Mar.  8-13.  Contact:  Nathan  Kaufman,  M.D., 
Sec./Treas.,  U.S.-Can.  Div.  of  the  Intern’ 1.  Academy  of 
Path.,  Bldg.  C,  Suite  B,  3515  Wheeler  Rd.,  Augusta,  GA 
30909.  Phone;  (404)  733-7550. 

9th  Annual  Common  Problems  in  Pediatrics,  Salt  Lake  City, 
UT,  Mar.  11-13.  Contact:  Katharine  Blosch,  Preferred  Meet- 
ing Management,  Inc.,  565  E.  2100  S.,  Salt  Lake  City,  UT 
84106.  Phone:  (801)  466-3500. 

Second  International  Conference  on  Monoclonal  Antibody 
Immunoconjugates  for  Cancer,  Hotel  Inter  Continental, 
San  Diego,  CA,  Mar.  12-14.  Contact;  UCSD  School  of 
Med.,  M-017,  CME,  La  Jolla,  CA  92093.  Phone:  (619)  534- 
3940. 

Advances  in  Antithrombotic  Therapy,  St.  Joseph  Hospital, 
Omaha,  NE,  Mar.  14.  6 hrs.  AMA  Category  I credit.  Con- 
tact; Maureen  McGinley,  CME,  Creighton  Univ.  School  of 
Med.,  California  at  24th  St.,  Omaha,  NE  68178.  Phone;  1- 
800-228-7212,  ext.  2550. 

Third  National  Medical  Symposium  of  the  Leukemia  So- 
ciety of  America,  Town  & Country  Hotel,  San  Diego,  CA, 
Mar.  18-21.  17  hrs.  AMA  Category  I credit.  Contact:  Leu- 
kemia Society  of  Am.,  733  Third  Ave.,  New  York,  NY 
10017.  Phone:  (212)  573-8484. 

Cardiology  Update,  Phoenix,  Ariz.,  Mar.  29- Apr.  1.  Fee: 
$395.  Contact:  Lisa  Kregbiel,  Instit.  for  Medical  Studies, 
30131  Town  Ctr.  Dr.,  #215,  Laguna  Niguel,  CA  92677. 
Phone:  (714)  495-4499. 

Family  Practice  Review  — A Comprehensive  Update, 

Omaha,  Neb.,  Mar.  30- Apr.  10.  Fee:  $850.  Contact:  Marge 
Adey,  U.  of  Neb.  Med.  Center,  Ctr.  for  Cont.  Ed.,  42nd  & 
Dewey  Ave.,  Omaha,  NE  68105.  Phone;  (402)  559-4152. 


April 

What’s  New  in  Diabetes,  Battenfeld  Aud.,  U.  of  Kans.,  Kan- 
sas City,  KS,  Apr.  1.  AMA  & AAFP  credit.  Contact;  Eileen 
Buttron,  Off.  of  Cont.  Ed.,  U.  of  Kans.  Med.  Ctr.,  39th  & 
Rainbow  Blvd.,  Kansas  City,  KS  66103.  Phone:  (913)  588- 
4494. 

Pediatrics,  Battenfeld  Aud.,  U.  of  Kans.,  Kansas  City,  KS, 
Apr.  2-3.  AMA  & AAFP  credit.  Contact:  Eileen  Buttron, 
Off.  of  Cont.  Ed.,  U.  of  Kans.  Med.  Ctr.,  39th  & Rainbow 
Blvd.,  Kansas  City,  KS  66103.  Phone;  (913)  588-4494. 

Clinical  Strategies  in  Primary  Care  Medicine,  St.  Paul-Ram- 
sey  Med.  Ctr.,  St.  Paul,  MN,  Apr.  2-4.  Contact:  Charles 
W.  Drage,  M.D.,  Dir.  (2ME,  St.  Paul-Ramsey  Med.  Ctr., 
640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221- 
3992. 

The  Spectrum  of  Colon  and  Rectal  Diseases  in  Primary 
Care,  Radisson  Univ.  Hotel,  Minneapolis,  MN,  Apr.  3-4. 
Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 

Pediatric  Ophthalmology  and  Strabismus,  Holiday  Inn 
Downtown,  Minneapolis,  MN,  Apr.  6-7.  Contact;  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

Obstetrics  & Gynecology  Update,  St.  Paul-Ramsey  Med. 
Ctr.,  St.  Paul,  MN,  Apr.  9-10.  14  hrs.  AMA  Category  I 
credit.  Contact:  Charles  W.  Drage,  M.D.,  Dir.  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone:  (612)  221-3992. 

The  Role  of  Echocardiography  in  the  Diagnosis  and  Man- 
agement of  Cardiac  Emergencies,  St.  Joseph  Hosp. , Omaha, 
NE,  Apr.  10-11.  Contact:  Creighton  Univ.,  School  of  Med., 
Div.  of  CME,  Omaha,  NE  68178.  Phone:  1-800-228-7212, 
ext.  2550.  ■ 
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Put  an  end 
to  those  monthly 
bookkeeping  chores. 


Record-Keeping  Checking  Account 

For  Business,  Professionals  & Farm  Operators 


How  it  works 


The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 

What  it  costs . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you’ll  be 
pleasantly  surprised. 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LA'. 


Surprising?  Not  really. 


Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitcuit  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncomplicmt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

‘After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 
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INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  bela-adrenergic  receplor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established.  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use. 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period.  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain. 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established.  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient.  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital. 

For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction.  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock:  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

Inderal  LA 

IPROPRANOLOL  HCII 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  Is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  Ihe 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g.,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  bradycardia:  congestive  heart  failure:  intensification  of  AV  block:  hypoten- 
sion: paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the 

Raynaud  type. 

Central  Nervous  System:  lightheadedness: 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental 
depression  progressing  to  catatonia:  visual 
disturbances:  hallucinations:  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
tor  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics. 

Gastrointestinal:  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress. 

Respiratory:  bronchospasm. 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura, 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported. 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval, 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved. 
The  usual  maintenance  dosage  is  120  to  1 60  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

It  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Agranulocytosis  Secondary  to  Extended- 
Release  Procainamide:  A Case  Report  and 
Review  of  the  Literature"^ 

A case  of  agranulocytosis  caused  by  procainamide  in  a patient  who  had  undergone 
open-heart  surgery. 

Patricia  Brown  Makers,  M.D.t 
Anthony  G.  Salem,  M.D4 


ABSTRACT 

A 60  year  old  male  developed  agranulocytosis 
shortly  after  starting  to  take  an  extended-release 
preparation  of  procainamide.  He  developed  sep- 
ticemia secondary  to  B.  melaninogenicus  but  re- 
covered with  antibiotic  treatment  and  after  res- 
olution of  his  agranulocytosis.  Review  of  the 
literature  indicates  that  agranulocytosis  occurs 

Introduction 

Agranulocytosis,  defined  as  a neutrophil  count 
of  less  than  five  percent  or  a neutrophil  count 
of  <500/|jlL,  can  be  caused  by  procainamide^’^  and 
may  occur  more  frequently  in  patients  taking  the 
extended-release  form  of  the  drug.^’  While 

the  condition  is  usually  reversible  within  ten  days 
of  stopping  the  drug,  patients  may  die  of  infectious 
complications  related  to  the  agranulocytosis. 

We  present  a patient  who  developed  agranulo- 
cytosis while  taking  extended-release  procaina- 
mide. 

Case  Report 

A 60  year  old  male  presented  to  a Sioux  Fall’s 
hospital  on  Nov.  28,  1984,  with  a past  history  of 


* From  the  Medical  Service,  Royal  C.  Johnson  Veterans 
Administration  Hospital  and  Department  of  Internal  Medi- 
cine, University  of  South  Dakota  School  of  Medicine. 
Presented  in  part  at  the  regional  meeting  of  the  American 
College  of  Physicians,  Pierre,  SD,  September  1985. 
t Clinical  Instructor,  Department  of  Internal  Medicine,  Mitch- 
ell, SD. 

t Associate  Professor,  Department  of  Internal  Medicine;  Chief, 
Medical  Service,  Veterans  Administration  Hospital,  Sioux 
Falls,  SD. 


with  both  regular  and  extended-release  procain- 
amide preparations  but  may  be  more  common 
with  extended-release  procainamide,  particu- 
larly in  patients  who  have  undergone  open-heart 
surgery.  The  cause  of  the  agranulocytosis  ap- 
pears to  be  myelosuppression.  The  agranulocy- 
tosis resolves  shortly  after  stopping  the  drug. 


ischemic  heart  disease  and  the  chief  complaint  of 
chest  pain.  He  was  admitted  to  the  coronary  care 
unit  with  a diagnosis  of  unstable  angina.  His  med- 
ications included  atenolol  50  mg  daily  for  hyper- 
tension and  aspirin  640  mg  daily.  His  past  medical 
history  included  hypertension,  peptic  ulcer  disease, 
and  a 90  pack-year  history  of  smoking. 

The  patient  continued  to  experience  angina  and 
on  Dec.  6,  1984,  he  underwent  coronary  artery  by- 
pass surgery  which  was  complicated  by  ventricular 
ectopy  postoperatively.  He  was  started  on  extended- 
release  procainamide  (Procan-SR)  and  was  dis- 
charged from  the  hospital  on  aspirin  640  mg  tid, 
dipyridamole  75  mg  tid,  and  extended-release  pro- 
cainamide 750  mg  tid. 

He  presented  to  his  physician  in  mid  January  1985 
with  a flu-like  syndrome  including  anorexia,  weak- 
ness, cough,  fever,  and  chills.  He  was  given  one 
week  of  cephlaxin  with  minimal  improvement.  He 
subsequently  developed  diarrhea,  abdominal 
cramping,  fever,  chills,  and  was  readmitted  to  the 
hospital  on  Feb.  1,  1985.  On  admission,  his  tem- 
perature was  102°F,  pulse  rate  90  and  markedly 
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irregular,  blood  pressure  120/60,  and  respiratory 
rate  22.  The  HEENT  exam  was  unremarkable.  The 
neck  was  positive  for  two  tender  anterior  cervical 
lymph  nodes.  The  lungs  were  clear.  The  heart  had 
a II/VI  systolic  ejection  murmur  at  the  lower  left 
sternal  border  and  a S3  gallop.  The  abdomen  was 
distended.  The  liver  was  14  centimeters  by  percus- 
sion at  the  midclavicular  line.  There  was  2 -f  edema 
of  the  ankles. 

On  admission,  the  WBC  was  400/|jlL  with  100% 
lymphocytes.  (On  Dec.  12,  1984,  his  WBC  was 
5,600/|jlL  with  65%  neutrophils,  32%  lymphocytes, 
2%  eosinophils,  and  1%  basophils.)  The  hemoglo- 
bin was  9.2  g/dL,  the  hematocrit  27.1%  and  the 
platelet  count  was  258,000/|jlL.  A procainamide  level 
was  0.5  |xg/mL  (4. 0-8.0)  and  a N-acetylprocain- 
amide  level  was  0.8  |jLg/mL  (2. 0-6.0).  Other  ad- 
mission laboratory  data  included  Westergren  sedi- 
mentation rate  of  35  mm/hour  (0-20),  total  bilirubin 
of  8 . 6 mg/dL  (0 . 2- 1 . 2) , alkaline  phosphatase  of  236 
lU/L  (25-110),  and  SGOT  of  36  lU/L  (9-35).  The 
FANA  was  positive  at  1:128  with  a diffuse  pattern. 
Haptoglobin  level  was  267  mg/dL  (50-195).  Stool 
for  occult  blood  was  negative.  Both  CPK  and  LDH 
isoenzymes  were  within  normal  limits.  Cultures  of 
urine  and  sputum  were  negative,  but  one  of  three 
blood  cultures  was  positive  for  Bacteroides  melan- 
inogenicus.  The  chest  radiograph  showed  a left  bas- 
ilar infiltrate.  An  ultrasound  of  the  gallbladder  re- 
vealed cholelithiasis. 


Prior  to  the  introduction  of  an  extended-release 
preparation  of  procainamide  in  1980,  there  were 
only  17  cases  of  agranulocytosis  attributed  to 
procainamide  - - - 


Bone  marrow  aspirate  and  biopsy  specimens 
showed  normocellularity  with  numerous  megakar- 
yocytes and  decreased  iron  stores.  Seventy  percent 
of  the  cells  were  of  the  red  cell  series  and  30%  were 
mature  lymphocytes.  Red  cells  showed  all  stages 
of  maturation  with  the  majority  of  cells  in  the  poly- 
chromatophilic  normoblast  stage.  An  occasional 
myeloblast  was  present  but  myeloid  cells  were  oth- 
erwise absent.  Based  on  the  peripheral  smear  and 
bone  marrow  findings,  a diagnosis  of  agranulocy- 
tosis was  made. 

Hospital  Course 

The  patient  was  placed  in  reverse  isolation  and 
was  given  empiric  broad  spectrum  antibiotic  cov- 
erage because  of  his  immunocompromised  state, 
fever,  and  pneumonia.  He  was  also  given  three  units 
of  packed  red  cells  and  his  hemoglobin  increased 
to  13  g/dL  with  a platelet  count  of  644,000/|jlL.  The 


white  cell  count  remained  in  the  400-500/ |jlL  range  | 
with  no  granulocytes  for  the  first  10  days.  On  the  i 
10th  hospital  day,  the  white  cell  count  increased  to  j 
1400/ fJiL  with  95%  lymphocytes,  1%  myelocytes,  • 
1%  atypical  immature  cells,  2%  plasma  cells,  and  1 
1%  monocytes.  By  discharge  on  the  14th  hospital  I 
day,  the  white  cell  count  had  increased  to  27,800/  i 
|jlL  with  42%  neutrophils,  19%  bands,  18%  lym-  I 
phocytes,  9%  monocytes,  1%  basophils,  7%  me-  i 
tamyelocytes,  and  4%  myelocytes.  A 24  hour  am- 
bulatory ECG  study  done  shortly  before  discharge  ; 
revealed  asymptomatic  ventricular  ectopy  including  I 
frequent  multifocal  PVCs,  bigeminy,  and  ventric-  1 
ular  tachycardia.  He  was  not  discharged  on  any 
antiarrhythmic  medications.  The  cause  of  the  ane-  i 
mia  and  the  abnormal  liver  tests  were  not  estab-  I 
lished,  but  the  liver  tests  returned  to  normal  before  ■ 
discharge. 

I 

Discussion  ' 

I: 

Prior  to  the  introduction  of  an  extended-release  J 
preparation  of  procainamide  in  1980,  there  were  j 
only  17  cases  of  agranulocytosis  attributed  to  pro-  [ 
cainamide  reported  in  the  English-language  litera-  ■ 
ture.^  While  leukopenia  may  be  associated  with  a \ 
procainamide-induced  lupus-like  syndrome,  these  | 
patients  do  not  typically  have  agranulocytosis  and 
probably  represent  a different  clinical  syn-  j 
drome.^’"^’^ 

Regular  procainamide  has  been  available  since 
1951,  while  extended-release  procainamide  was  in- 
troduced in  1980  and  1981  by  Parke,  Davis  (Pro- 
can® SR)  and  Squibb  (Pronestyl-SR®)  respectively. 
These  preparations  contain  procainamide  hydro- 
chloride in  an  inert,  nonabsorbable  wax  matrix  which 
results  in  more  stable  blood  levels  and  less  frequent 
dosing  than  regular  procainamide.^’^ 

In  June  1983,  Berger  and  Hauser  reported  the 
first  case  of  agranulocytosis  secondary  to  extended- 
release  procainamide.  The  patient  was  an  83  year 
old  male  who  developed  agranulocytosis  and  pseu- 
domonas sepsis  after  taking  extended-release  pro- 
cainamide for  two  months.  The  patient  died.  The 
authors  postulated  that,  if  agranulocytosis  were  re- 
lated to  therapeutic  drug  levels,  the  incidence  of 
agranulocytosis  should  increase  with  the  extended- 
release  preparation.^ 

In  February  1984,  Ellrodt  et  al  reported  eight 
patients  who  developed  agranulocytosis  during  an 
eight  month  period  while  taking  extended-release 
procainamide.  Five  of  their  patiejits  were  recovering 
from  open-heart  surgery.  All  eight  patients  sur- 
vived. 

In  April  1984,  Fleet  reported  one  patient  who 
developed  agranulocytosis  and  myeloid  hypoplasia 
while  taking  extended-release  procainamide.  The 
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! patient  died  of  overwhelming  sepsis.^ 

In  June  1984,  Christensen  et  al  reported  two  pa- 
tients who  developed  blood  dyscrasias  while  taking 
extended-release  procainamide.  One  patient  devel- 
oped agranulocytosis  and  the  second  patient  devel- 
oped thrombocytopenia.  Both  patients  survived, 
i These  authors  also  suggested  that  extended-release 
I procainamide  may  increase  the  incidence  of  he- 
i matologic  dyscrasias.® 


^ In  June  1983,  Berger  and  Hauser  reported  the 
I first  case  of  agranulocytosis  secondary  to  ex- 
I tended-release  procainamide. 


In  December  1984,  Reidy  and  Upshaw  reported 
six  patients  who  developed  agranulocytosis  while 
taking  extended-release  procainamide.  All  patients 
survived.  One  of  their  patients  also  had  a similar 
episode  of  agranulocytosis  while  taking  regular  pro- 
cainamide HCI  five  years  before,  and  a second  pa- 
tient developed  agranulocytosis  and  a lupus-like 
syndrome.  Three  of  the  patients,  including  the  pa- 
tient with  a lupus-like  syndrome  and  agranulocy- 
tosis, had  a procainamide  to  N-acetylprocainamide 
ratio  greater  than  one  which  suggests  slow  acety- 
lation phenotypes.  The  fact  that  one  of  the  patients 
developed  agranulocytosis  while  taking  regular  and 
extended-release  procainamide  suggests  that  the 
pathogenesis  of  agranulocytosis  is  the  same  for  both 
preparations  of  the  drug.^ 

In  May  1984,  Leininger  reported  a patient  who 
developed  agranulocytosis  and  septicemia  second- 
ary to  extended-release  procainamide.  The  patient 
survived.  Bone  marrow  biopsy  specimen  showed 
granulocytic  arrest  at  the  myelocyte  level. 

In  June  1985 , Meyers  et  al  reported  a case-control 
study  of  the  incidence  of  agranulocytosis  (“severe 
neutropenia’’)  secondary  to  all  procainamide  prep- 
arations from  1980  to  1983  in  Omaha,  Nebraska 
(population  483,653;  1980  US  census).  They  found 
seventeen  patients  who  developed  agranulocytosis, 
three  while  taking  procainamide  HCI  and  fourteen 
while  taking  extended-release  procainamide. 
Agranulocytosis  was  complicated  by  sepsis  in  all 
cases  and  three  patients  died.  Fourteen  patients  had 
bone  marrow  examinations  which  showed  de- 
creased numbers  and  arrest  of  differentiation  of  the 
granulocytic  series.  The  authors  estimated  that  the 
incidence  of  agranulocytosis  associated  with  pro- 
cainamide is  0.57%  and  that  there  is  not  an  increased 
incidence  of  agranulocytosis  associated  with  ex- 
tended-release procainamide.'' 

Patients  who  develop  agranulocytosis  usually  do 
so  within  the  first  three  months  of  starting  therapy 
with  either  regular  or  extended-release  procain- 


amide.'-Perhaps  susceptible  people  with  normal 
procainamide  levels  have  impaired  bone  marrow 
reserves  and  develop  agranulocytosis  within  a de- 
fined period  of  exposure;  ie,  three  months.  As  sug- 
gested by  Ellrodt  and  colleagues,  cardiovascular 
surgery  may  also  represent  a risk  factor  since  five 
of  their  eight  patients  developed  agranulocytosis  after 
open-heart  surgery."' 

In  our  literature  review,  only  one  patient  who 
developed  agranulocytosis  secondary  to  extended- 
release  procainamide  was  taking  Pronestyl-SR®,  all 
other  patients  were  taking  Procan®SR.  The  Spon- 
taneous Reporting  System  of  the  FDA  (written  com- 
munications, September  1986)  also  list  only  one 
patient  who  developed  agranulocytosis  while  taking 
Pronestyl-SR®.  This  disparity  between  the  reported 
cases  of  agranulocytosis  secondary  to  Procan®SR 
and  Pronestyl-SR®,  probably  reflects  the  relative 
“market  share”  and  not  the  intrinsic  safety  of  the 
two  preparations"  (and  Robert  Moss,  Pharm  D,  E.R. 
Squibb  and  Sons,  personal  communications,  Sep- 
tember 1986). 

If  there  is  an  inceased  incidence  of  agranulocy- 
tosis secondary  to  extended-release  procainamide, 
the  cause  is  unclear.  Both  preparations  of  extended- 
release  procainamide  (Procan®SR  and  Pronestyl- 
SR®)  contain  a camuba  wax  matrix  and  other  inert 
compounds.  The  wax  matrix  is  not  absorbed  from 
the  gastrointestinal  tract,  and  the  other  inert  com- 
pounds are  not  believed  to  be  myelotoxic"'  (and  Rob- 
ert Moss,  Pharm  D,  E.R.  Squibb  and  Sons,  personal 
communications,  September  1986).  The  extended- 
release  preparations  may  produce  toxic  or  sustained 
levels  of  procainamide  which  induce  agranulocy- 
tosis, however,  this  has  not  been  supported  by  clin- 
ical data.^’"'  The  bone  marrow  examinations  are  typ- 
ically hypoplastic  which  suggest  myelosuppression 
as  the  cause  of  the  agranulocytosis.^  "'  '^-  " 


Patients  who  develop  agranulocytosis  usually  do 
so  within  the  first  three  months  of  starting  ther- 
apy with  either  regular  or  extended-release  pro- 
cainamide. 


We  suspect  that  the  cause  and  the  incidence  of 
agranulocytosis  are  the  same  for  all  preparations  of 
procainamide  and  that  the  purported  increased  in- 
cidence of  agranulocytosis  attributed  to  the  ex- 
tended-release preparation^-"'-®-®-^  is  related  to  wide- 
spread usage  rather  than  increased  toxicity. 

The  finding  of  antinuclear  antibodies  in  patients 
taking  procainamide  may  occur  in  up  to  50%  of 
patients.'^- Development  of  antinuclear  antibodies 
is,  in  part,  related  to  the  acetylation  of  the  arylamine 
moiety  by  the  hepatic  N-acetyltransferase  system. 
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The  activity  of  this  metabolic  pathway  may  be  either 
rapid  or  slow  and  is  under  genetic  control.  Patients 
with  rapid  acetylation  tend  to  develop  antinu- 
clear antibodies  quicker  and  at  a lower  total  dose 
than  persons  with  slow  acetylation.*^  Patients  with 
antinuclear  antibodies  may,  in  turn,  develop  a lu- 
pus-like syndrome  with  neutropenia  and  occasion- 
ally agranulocytosis.^- In  these  patients,  bone 
marrow  examination  usually  shows  persistence  of 
granulocyte  precursors  rather  than  the  hypoplastic 
marrow  typically  seen  in  procainamide  induced 
agranulocytosis.^- ^ In  short,  the  presence  of  an- 
tinuclear antibodies  in  patients  taking  procainamide 
is  probably  not  related  to  the  development  of  agran- 
ulocytosis, but  the  presence  of  a lupus-like  syn- 
drome may  be  associated  with  leukopenia  and  oc- 
casionally agranulocytosis.^- 

Conclusion 

Agranulocytosis  may  occur  within  three  months 
of  beginning  procainamide  and  may  occur  more  fre- 
quently with  the  extended-release  form  of  the  drug. 
Clinicians  should  be  aware  of  this  phenomenon  and 
should  monitor  the  patient’s  hematologic  status, 
particularly  during  the  first  three  months  of  therapy 
in  patients  who  have  undergone  open-heart  surgery. 
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100  NORTH  MAIN,  P.O.  BOX  5024 
SIOUX  FALLS,  SOUTH  DAKOTA  57117 
TOLL  FREE:  1-800-843-0063  TOLL  FREE  (SD  ONLY):  1-800-952-0423 
605-336-2550 


Strike  $30,000 
Off  Your  Taxable  Income 
With  The  Stroke  Of 

A Pen 


If  you  own  a business,  you  can.  By  establishing 
a qualified  retirement  plan  with  Dain  Bosworth,  Inc. 

With  it,  you  may  be  able  to  contribute  up  to  $30,000 
into  the  plan  for  yourself  every  year.  Whatever  you  do 
contribute  to  the  plan,  for  both  you  and  your  employ- 
ees, is  then  deducted  from  your  taxable  income. 

Once  your  money  is  in  a qualified  retirement  plan, 
it  will  grow  and  compound  tax-deferred  until 
withdrawn.  For  example,  if  you  invested 


$10,000  a year  for  twenty  years  and  it  compounded 
at  an  annual  rate  of  10%,  it  would  be  worth 
$630,025. 

What’s  more,  you  can  pick  from  a broad  selection 
of  investment  options  to  maximize  your  returns. 
From  stocks,  bonds  and  mutual  funds  to  limited 
partnerships  and  more. 

Call  us  for  the  details. 

Then,  write  your  own  ticket  to  financial  security. 

ticket  to  financial  security. 


Plan  now  to  write  your  own 


I would  like  more  information  on  retirement  plans.  My  business  is: 

incorporated  unincorporated 


Name:  _ 
Address: 


Phone: 
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Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical 
Association  met  on  Friday,  November  21,  1986,  at 
the  Howard  Johnson  Motor  Lodge,  Sioux  Falls, 
South  Dakota.  Following  are  highlights  from  that 
meeting: 

1 . 1987  LEGISLATIVE  SESSION.  Priorities  were 
established  for  the  upcoming  legislative  session. 
SDSMA  will  oppose  the  inclusion  of  allied  health 
persons  as  providers  of  medical  services  under 
HMO  laws.  The  SDSMA  will  support  strongly 
appropriate  funding  for  the  USD  School  of  Med- 
icine. We  will  be  introducing  a bill  to  protect 
our  current  statute  of  limitations  law  and  to  clar- 
ify the  applicability  of  the  “continuing  treat- 
ment” rule.  In  anticipation  of  numerous  bills 
affecting  medicine,  the  Council  voted  not  to 
sponsor  legislation  for  a mandatory  collateral 
source  rule  this  year. 

2.  DR.  ROBERT  QUINN  AND  DR.  GERALD 
TRACY  participated  in  this  Council  meeting, 
their  last  one  in  an  official  capacity;  Dr.  Quinn 
as  the  retiring  Dean  of  USD  School  of  Medicine 
and  Dr.  Tracy  as  retiring  Delegate  to  the  AM  A. 
Each  was  presented  with  a resolution  of  com- 
mendation for  their  years  of  service  to  SDSMA. 

3.  HONORARY  LIFE  MEMBERS.  Dr.  H.  Ben 
Munson,  Rapid  City;  Dr.  Paul  Leon,  Aberdeen; 
and  Drs.  Harry  Farrell  and  Paul  Aspaas,  Sr., 
were  elected  to  honorary  life  membership  in  the 
SDSMA. 

4.  SODAPAC  BOARD  OF  DIRECTORS.  Dr.  Rod 
Parry,  Sioux  Falls,  was  elected  to  a term  on  the 
SoDaPAC  Board  of  Directors. 

5.  DOCTOR  OF  THE  DAY  PROGRAM.  The 
SDSMA  will  again  sponsor  the  Doctor  of  the 
Day  program  throughout  the  1987  legislative 
session.  An  office  has  been  set  up  in  the  State 
Capitol  and  a physician  will  be  available  daily 
for  the  state  legislator’s  needs. 

6.  THE  SPRING  COUNCIL  MEETING  will  be 

held  in  Sioux  Falls  on  Friday,  April  3.  ■ 


Hundreds  of  careful 
physicians  have  selected 
MDX  medical  data  software. 
Find  out  why. 

Physicians  who  have  thoroughly  investigated 
their  choices  are  selecting  MDX*  — and 
detecting  bottom-line  benefits. 

Benefits  like  improved  cash  flow.  Real  control 
over  patient  billing.  Word  processing  that 
delivers  your  message.  Concise  reports. 
Meaningful  medical  records.  And  more. 

Because  MDX  runs  on  UNIX  and  XENIX** 
operating  systems,  multiple  users  can  perform 
multiple  tasks  simultaneously.  And  that  means 
increased  productivity. 

Call  us  for  more  information  on  MDX  — and 
on  hardware  that's  right  for  your  office. 

*MDX  is  a trademark  of  Clincial  Data  Design,  Inc. 

**UNIX  is  a trademark  of  Bell  Laboratories;  XENIX  is  a 
trademark  of  Micro-soft. 


Business  Resources,  Ltd. 

WORD  & DATA  PROCESSING  SPECIALISTS 


□ 620  S.  Cliff  Ave. 
P.O.  Box  904 
Sioux  Falls,  SD  57101 
339-41 76 


□ 422  5th  Ave.  S.E. 

P.O.  Box  1902 
Aberdeen,  SD  57401 
226-0637 
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VIKAA 

(acyclovir) 

CAPSULES 

Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year' 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


'l 

M 

i 

Grcneralfy  I 

well  tolerated  j 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent  ^ 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and  . 

arthralgia. 

The  physical  and  emotional  ] 
difficulties  posed  by  genital  | 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 
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Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sMes  of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  s3unptomatic  support  and 
counsel!^  only,  or  the  institution  of  specific 
therapy.  TTie  physical,  emotional  and  psycho- 
I social  difificulties  posed  by  heipes  infections  as 
! well  ais  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  £ind  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genitm  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefi&risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genit^ 
herpes): 

Etouble-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  W8is  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  de^ee  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
^ement,  therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
raisodes  per  year)  have  shown  that  Zovirax 
Cfapsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  epis<^e  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  Eu-e  still  under  study. 

The  safety  and  eflRcacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affectM  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
stu(fies  in  animals  given  ve^  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
home  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recmrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immimoCompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compor 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  srarmatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
c^ded  (see  DOSAGE  AND  ADMINISTRATION). 

E:^sure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  oe 
home  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mi^  patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertilfiy:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of 50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
t\imors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  Mten- 
tial  oncogenicity  in  adveince  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  ssmgeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  simificant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 

Earenteral  doses  of  100  mg/kg  acyclovir  in  rats 
ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  meimmalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/k^day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  F i 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Tfesticular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aispermatogenesis.  Tfesticles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnan^:  Tbratogenic  Effects:  Pregnancy 
Category  (J. 'Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  ^ould  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  2k)virax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Tterm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298 patient  treatments  (0.3%), 
included  diarrhea,  mzziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Term  Administration:  The  most  fr^uent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia, 
U),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerate  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Iteat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance :£l0  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 


*In  controlled  studies , recturences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


Copr.  © 1986  Burroughs  Wellcome  Co.  All  ri^ts  reserved.  86-ZOV-5 


South  Dakota 
Foundation  for 
medical  Core 

Medicare  Impact  Objectives  for  December  1986-December  1988 

South  Dakota  Foundation  for  Medical  Care  has  been  awarded  a two-year  contract  by  Health 
Care  Financing  Administration  (HCFA)  to  perform  functions  as  the  Peer  Review  Organization 
(PRO)  for  South  Dakota  effective  December  15,  1986.  Details  of  the  new  review  requirements 
and  criteria  to  be  used  have  been  sent  to  all  South  Dakota  physicians  and  hospitals. 

SDFMC  is  required  by  HCFA  to  set  quality  of  care  and  utilization  impact  objectives.  As  a result 
of  the  following  objectives,  SDFMC  will  be  intensifying  review  on  selected  DRGs  and  providers. 
Waiver  of  liability  will  not  apply  for  denials  in  these  areas. 

1)  Eliminate  adverse  outcomes  identified  by  HCFA  Generic  Screen. 

2)  Eliminate  adverse  outcomes,  including  premature  discharges,  for  hospitals  and/or  physi- 
cians. 

3)  Eliminate  premature  discharges  by  intensifying  review  on  claims  with  the  following  DRGs: 

a.  Pneumonia/Pleurisy  (089-090) 

b.  Heart  Failure  and  Shock  (127) 

c.  Esophagitis  and  Gastroenteritis  (182-183) 

d.  Medical  Back  Problem  (243) 

4)  Reduce  the  number  of  inappropriate  TURPs  in  selected  hospitals. 

5)  Reduce  the  number  of  inappropriate  admissions  by  intensifying  review  for  specific 
physicians,  and  for  the  following  DRGs: 

a.  Aftercare  W/O  History  of  Malignancy  (DRG  466-467) 

b.  Signs  and  Symptoms  W/O  Complications  (DRG  464) 

c.  Carpal  Tunnel  Release  (DRG  006) 

d.  Breast  Biopsy  for  Non-malignancy  (DRG  262) 

e.  Foot  Procedures  (DRG  225) 

f.  Adjustment  and  Psychosocial  Disorders  (DRG  425) 

g.  Red  Blood  Cell  Diseases  (DRG  395) 

h.  Viral  Illness  (DRG  421) 

i.  Otitis  Media  and  URI  (DRG  068-069) 

j.  Toxic  Drug  Effects  (DRG  449-450) 

k.  Bone  Disease  and  Septic  Arthritis  (DRG  244-245) 

l.  Esophagitis  and  Gastroenteritis  (DRG  182-183) 

m.  Degenerative  Nerve  Disorders  (DRG  012) 

n.  Seizure  and  Headache  (DRGs  024-025) 

o.  Non-operative  Eye  Disorders  (DRG  045-047) 

p.  Dysequilibrium  (DRG  065) 

q.  Epistaxis  (DRG  066) 

r.  Other  Respiratory  Diagnosis  (DRG  101-102) 

s.  Hypertension  (DRG  134) 

t.  Syncope  and  Collapse  (DRG  141-142) 

u.  Digestive  Malignancy  (DRG  172-173) 

V.  Dental  Extraction  and  Restoration  (DRG  187) 
w.  Kidney  and  Urinary  Tract  Neoplasms  (DRG  318) 

X.  Symptoms  of  Kidney  and  Urinary  Tract  Infections  (DRGs  325-326) 

y.  Nonoperative  Prostatic  Hypertrophy  (DRG  348-349) 

z.  Lens  Procedures  (DRG  039) 
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President's  Page 


William  Rossing,  M.D.,  President,  South  Dakota  State 
Medical  Association 


Casino  Royale 

Standing  at  the  window  of  a 19th  floor  hotel  room 
gazing  out  over  the  sparkling  evening  illumi- 
nation of  the  Las  Vegas  “Strip”  provides  one  with 
a visual  experience  of  unusual  form  and  brilliance 
. . . probably  matched  only  by  a late  evening  walk 
down  the  center  of  the  city  where  it  seems  absolutely 
every  store  front  and  casino  marquee  is  a mass  of 
brightly  colored  lights.  It  was  in  this  setting  of  make- 
believe  and  hedonistic  aura  that  the  AMA  convened 
its  House  of  Delegates  at  the  1986  December  interim 
meeting  to  confront  current  issues  and  review  prog- 
ress on  projects  initiated  at  the  annual  meeting  in 
Chicago  some  six  months  earlier.  The  contrast  be- 
tween the  seriousness  of  the  business  agenda  and 
the  environment  of  the  massive  casino  hotel  in  which 
the  deliberations  took  place  was  something  on  which 
one  could  reflect  at  length. 

An  atmosphere  of  tension  and  crisis  arising  from 
multiple  sources  seemed  thick  enough  to  cut  in  the 
assembly  ballroom  where  the  AMA  leadership  and 
the  representative  state  delegations  carried  on  hours 
of  measured  and  deliberate  . . . occasionally  emo- 
tional and  agitated  . . . debate  over  the  issues  at 
hand.  The  calm  and  cordial  presence  of  Attorney 
General  Meese  as  he  addressed  the  membership  on 
issues  of  drug  abuse  and  the  changing  structure  of 
the  family  in  America  belied  the  mounting  diffi- 
culties in  his  own  inner  circle.  As  shirtsleeves  were 
rolled  up  and  work  begun  on  reviewing  reports  of 
trustees  and  councils,  along  with  the  myriad  of  res- 
olutions from  the  states,  a vast  spectrum  of  problems 
were  exposed.  The  clinical  issues  blended  with  the 
socio-economic  to  provide  a constant  drumbeat  of 
concern  and  apprehension;  AIDS  vs.  DRGs  . . . 


alert  to  an  exploding  incidence  of  carcinoma  of  the 
cervix  in  young  women  due  to  activity  of  the  human 
papilloma  virus  seemingly  intertwined  with  the  sex- 
ual revolution  of  the  recent  decade  vs.  the  American 
Cancer  Society’s  recent  recommendations  for  less 
frequent  surveillance  via  the  annual  Pap  smear  . . . 
change  in  the  legal  limit  of  blood  alcohol  to  0.05% 
vs.  enfolding  of  physician  re-imbursement  for  hos- 
pital services  into  a single  DRG  payment  for  both 
providers.  These  and  many  other  debates,  e.g.,  the 
propriety  of  organizing  a physicians  “March  on 
Washington”  to  protest  the  loss  of  the  right  to  con- 
tract in  Massachusetts  where  legislation  tied  phy- 
sician licensure  to  an  agreement  to  sign  on  as  a 
participating  physician  in  the  Medicare  system,  kept 
the  sound  of  silver  dollars  tinkling  out  of  the  slot 
machines  well  in  the  background. 

All  was  not  gloom  and  doom,  however,  as  the 
youth  of  the  profession  gathered  simultaneously  to 
organize  the  Young  Physicians  section  as  a formal 
component  of  the  Federation.  Lou  Hogrefe  of  Greg- 
ory represented  South  Dakota  in  this  capacity  and 
will  be  reporting  to  our  state  association  at  some 
time  in  the  near  future.  Russ  Pietz,  representing 
USD  in  the  medical  students  group  made  another 
valuable  addition  to  the  SD  delegation.  The  enthu- 
siasm and  dedication  expressed  by  these  groups  to- 
ward their  profession  and  concern  for  societal  needs, 
unfettered  by  the  biases  and  often  more  rigid  struc- 
tured attitudes  of  those  of  us  whose  experience  trav- 
erses several  decades,  was  a wholesome  and  re- 
freshing component  of  the  entire  scene. 

The  ultimate  wisdom,  as  always,  comes  from  the 
taxi-cab  driver!  As  we  returned  from  an  evening 
meal  to  our  hotel  one  evening,  we  chanced  upon  a 
cabbie  who  engaged  us  instantly  in  a coarse  but 
articulate  highly  animated  conversation  about  the 
slow  decay  of  Las  Vegas  of  the  1980s  compared 
with  the  early  post  WWII  era  when  tuxedos  and 
long  dresses  were  the  garb  of  the  evening  and  tips 
undoubtedly  were  paid  accordingly.  At  the  time  of 
our  visit,  the  AMA  was  competing  with  the  National 
Rodeo  Contest  for  top  billing  in  the  city.  In  his 
throaty  harsh  voice,  rising  in  crescendo  to  a point 
of  near  schizophrenic  rage,  he  berated  the  city  fath- 
ers for  soliciting  conventions  as  a source  of  revenue 
and  chasing  out  the  professional  gambler.  . . . 
“Cowboys  don’t  have  no  money,  and  the  doctors 
won’t  spend  it!”  And  with  that,  let  me  close  by 
simply  telling  our  Auxilians  on  behalf  of  all  the 
physician  husbands  in  our  association.  Happy  Val- 
entine’s Day  ...  we  love  you!  ■ 


^(Jc^C<^uoO 


THE  SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 
NEEDS  CONTRIBUTIONS* 


During  the  last  ten  years  the  loans  granted 
have  exceeded  contributions  received.  These 
low  interest  (6%)  loans  go  to  medical  students 
who  are  attending  the  University  of  South 
Dakota  School  of  Medicine  or  bona  fide  South 
Dakota  residents  attending  other  U.S.  medical 
schools. 


WE  NEED  YOUR  HELP!  ! ! 


Please  make  your  checks  payable  to: 

South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 

‘Tax  deductible 
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Health  Status  By  Place  of  Residence 

Does  geographic  access  to  health  care  make  a difference? 

Bernard  L.  Osberg* 


ABSTRACT 

Variations  in  health  status,  as  measured  by 
mortality  statistics,  have  often  been  presented  in 
the  literature.  In  addition  to  age  and  sex  varia- 
tions, health  status  is  often  compared  among 
populations  residing  in  different  geographic  re- 
gions. For  example,  rural  and  urban  compari- 
sons may  be  used. 

Recently  there  has  been  recognition  that 
sparsely  populated  rural  areas  lag  behind  more 

A NUMBER  OF  SCHOLARS  have  Suggested  that  the 
American  frontier  still  exists  today.  They  state 
that  this  “frontier”  does  not  consist  of  any  single 
region  where  a line  of  demarcation  exists.  Rather, 
they  believe  that  the  frontier  has  become  frag- 
mented, existing  principally  in  counties  having  less 
than  six  residents  per  square  mile.’ 

Although  the  study  of  health  status  by  residence 
is  not  new,  a number  of  states  have  recently  begun 
examining  health  status  according  to  population 
density.  Utah,  for  example,  recently  completed  a 
study  wherein  health  status,  measured  in  terms  of 
working  years  of  life  lost  from  leading  causes  of 
death, t was  compared  among  three  types  of  geo- 
graphical areas. ^ These  areas  were  frontier  (coun- 
ties having  less  than  six  residents  per  square  mile), 
rural  (counties  having  between  six  and  99  persons 
per  square  mile),  and  urban  (counties  with  100  or 
more  residents  per  square  mile). 

* Policy  Analyst,  Center  for  Health  Policy  and  Statistics.  Di- 
rector, State  Primary  Care  Project,  South  Dakota  Health  De- 
partment, Pierre,  SD. 

f Working  years  of  life  lost  is  a mortality  statistic  which  com- 
pares the  relative  impact  of  each  death  on  working  years  of 
life,  which  is  defined  as  the  interval  between  ages  15  to  65. 
Individuals  who  die  before  reaching  age  15  are  automatically 
counted  at  50  working  years  of  life  lost.  Those  individuals 
dying  between  the  ages  of  15  and  65  are  calculated  as  having 
lost  a number  of  working  years  equal  to  age  65  minus  the 
age  at  death.  All  individuals  dying  at  age  65  or  above  are 
counted  as  having  no  working  years  of  life  lost.  Hence,  causes 
of  death  are  measured  not  only  by  absoluteness  but  also  in 
terms  of  intensity  as  an  economic  impact  on  society. 


populated  rural  and  urban  areas  with  respect  to 
health  status.  These  sparsely  populated  areas  have 
been  labeled  “frontier”  in  the  literature.  The 
author  defines  those  areas  which  qualify  as  fron- 
tier in  South  Dakota  and,  by  comparing  selected 
indices  of  health  status,  concludes  that  significant 
differences  exist  among  urban,  rural  and  frontier 
areas  in  South  Dakota. 


Urban,  Rural  and  Frontier  Areas  in 
South  Dakota 

In  South  Dakota,  we  are  well  aware  that  popu- 
lation has  not  been  distributed  evenly.  The  map 
(Fig.  1)  and  Table  I illustrate  that  nearly  half  the 
counties  (32)  and  nearly  60  percent  of  the  land  area 
in  the  state  are  classified  as  frontier.  However,  only 
one  in  five  persons  in  this  state  resides  in  a frontier 
area. 

It  is  interesting  to  note  from  Table  I that  most 
people  in  South  Dakota  reside  in  our  definition  of 
rural  areas.  Rural  areas  constitute  about  40  percent 
of  the  land  area,  but  nearly  65  percent  of  the  pop- 
ulation. 

Finally,  as  the  table  and  map  show,  only  one 
region,  Minnehaha  County,  qualifies  as  an  urban 
area.  Minnehaha  County  averages  about  44  times 
the  population  density  as  frontier  areas  and  has  a 
population  only  28,000  less  than  all  frontier  coun- 
ties combined. 

As  to  be  expected,  inequalities  exist  when  one 
compares  the  land  area  of  the  three  categories  to 
the  supply  of  selected  health  services.  However, 
there  are  also  disparities  when  one  compares  pop- 
ulations to  the  supply  of  services.  For  example, 
frontier  areas  have  a disparately  low  supply  of  phy- 
sicians per  1,000  population.  The  reasons  for  this 
phenomenon  are  linked  to  a number  of  factors,  in- 
cluding: ease  of  travel;  difficulty  in  establishing  a 
practice  in  frontier  areas;  low  demand  caused  by 
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Figure  1 

Frontier,  rural  and  urban  areas/counties  (1980  census) 


TABLE  I 

SIZE  AND  POPULATION  OF  FRONTIER,  RURAL 
AND  URBAN  AREAS  IN  SOUTH  DAKOTA 


Area 

Square 

Miles 

Number 

Percent 

State 

Frontier 

75,952 

100.0 

Counties 

Rural 

44,914 

59.1 

Counties 

Urban 

30,228 

39.8 

Counties 

810 

I.I 

1980  Census 


1980 

Population 

Population 

Number 

Percent 

Per  Sq.  Mile 

690,768 

100.0 

9.1 

137,295 

19.9 

3.1 

444,038 

64.3 

14.7 

109,435 

15.8 

135. 1 

low  population  density;  and  lack  of  equipment  and 
trained  personnel. 

It  has  been  argued  effectively  that  organized  health 
care  services  have  less  effect  in  determining  health 
status  than  biological  factors,  environmental  factors 
or  lifestyle. 3 However,  access  to  quality  health  serv- 
ices does  have  a positive  impact  on  health.  As  Table 
II  shows,  health  services  are  not  distributed  evenly 
across  the  state. 


Health  Status  Indicators  for  Urban,  Rural  and 
Frontier  Areas 

Table  III  compares  working  years  of  life  lost  due 
to  selected  causes  of  death  among  the  three  areas. 

Some  observations  include: 

• Motor  vehicle  accidents  is  the  leading  cause  of 
working  years  of  life  lost  in  frontier  areas.  In  rural 


20 


SOUTH  DAKOTA 


areas,  the  pattern  has  shifted  from  motor  vehicle 
accidents  to  heart  and  cardiovascular  disease  as 
the  leading  cause.  In  urban  areas,  cancer  remains 
the  leading  cause  of  working  years  of  life  lost. 

• Decreases  in  years  of  life  lost  due  to  motor  vehicle 
accidents  have  been  striking  in  all  three  areas. 

• Frontier  areas  lose  more  productive  years  of  life 
per  1,000  persons  than  do  rural  and  urban  areas. 
The  average  years  of  life  lost  per  year  in  frontier 
areas  is  now  about  144  working  years  per  1 ,000 


residents  for  selected  causes.  This  compares  to 
96  working  years  lost  for  rural  areas  and  82  work- 
ing years  lost  per  1,000  residents  in  urban  areas. 

• The  biggest  single  decrease  was  in  conditions 
originating  in  the  perinatal  period  in  urban  areas 
(58%  decrease).  Unfortunately,  this  was  one  of 
the  areas  of  increase  in  working  years  of  life  lost 
in  frontier  counties. 

• The  biggest  single  increase  was  in  suicide  in  rural 
areas  (25%  increase). 
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Figure  2 

Comparison  of  Working  Years  of  Life  Lost,  Per  1,000  Population,  Among  Top  Five  Causes,  1982-84 


TABLE  II 

SUPPLY  OF  SELECTED  HEALTH  PERSONNEL  AND  FACILITIES  IN  FRONTIER, 
RURAL  AND  URBAN  AREAS,  JANUARY,  1986 

Frontier  Rural  Urban 


Number  Percent 

Number  Percent 

Number  Percent 

Number  of  Physicians 
Physicians/1,000  Population 

92 

.67 

9% 

554 

1.25 

55% 

354 

3.23 

35% 

Short  Term  Care  Hospital  Beds 
Short  Term  Care  Hospital  Beds  per  1,000 
population 

757 

5.51 

17% 

2,590 

5.83 

58% 

1,115 

10.19 

25% 

Nursing  Home  Beds 

Nursing  Home  Beds  per  1,000  population  age 

1,324 

76.20 

16% 

5,957 

96.00 

71% 

1,095 

94.43 

13% 

65  + 


Note:  Actively  practicing  physicians  in  the  employ  of  the  Indian  Health  Service,  Department  of  Defense,  Veterans 
Administration,  and  State  of  South  Dakota  are  counted  as  well  as  physicians  in  private  practice.  Short  term  care 
hospitals  include  all  hospitals  which  provide  general  acute  care  services  to  the  general  public  or  speciflc  segments 
of  the  population  (e.g.  veterans  or  native  Americans).  Nursing  homes  are  those  licensed  by  the  state. 
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TABLE  III 


WORKING  YEARS  OF  LIFE  LOST  DUE  TO  SELECTED  CAUSES  OF  DEATH  IN  FRONTIER 

RURAL,  AND  URBAN  AREAS  ’ 


Years  of  Life  Lost  Per 
1,000  Population 


Percent 

Increase 


a.  Frontier  Areas 

1) Motor  Vehicle  Accidents 

2)  Heart  Disease  and  Cerebrovascular 

3)  All  Other  Accidents 

4)  Cancer 

5)  Conditions  Arising  in  Perinatal  Period 

6)  Suicide 

7)  Congenital  Anomalies 

b.  Rural  Areas 

1)  Motor  Vehicle  Accidents 

2)  Heart  Disease  and  Cerebrovascular 

3)  Cancer 

4)  All  Other  Accidents 

5)  Conditions  Arising  in  Perinatal  Period 

6)  Congenital  Anomalies 

7)  Suicide 

c.  Urban  Areas 

1)  Cancer 

2)  Motor  Vehicle  Accidents 

3)  Conditions  Arising  in  Perinatal  Period 

4)  Heart  Disease  & Cerebrovascular 

5)  Congenital  Anomalies 

6)  Suicide 

7)  All  Other  Accidents 


1979-81 


1982-84  (Decrease) 


56.1 

29.2 

28.2 
18.4 
15.3 
13.1 

9.7 


34.8 

25.1 

25.8 

20.2 

17.1 

11.1 
10.1 


(38%) 
(14%) 
( 9%) 

10% 

12% 

(15%) 

4% 


26.3 

20.6 

20.5 

13.6 

12.6 
7.9 
7.3 


18.1 

19.2 
18.9 
13.0 

10.2 
7.6 
9.1 


(31%) 
(31%) 
( 8%) 
( 4%) 
(19%) 
( 4%) 
25% 


20.5 

17.7 

16.4 
15.1 

10.4 
8.7 
8.4 


20.1 

13.3 

6.9 

15.9 

9.4 

7.1 

9.0 


( 2%) 
(25%) 
(58%) 
5% 
(10%) 
(18%) 
7% 


Note:  Figures  shown  are  eumula.ive  totals  for  a three-year  period.  They  are  not  age-adjusted.  Fetal  deaths  are  excluded 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor'”  (cefaclor) 

Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications;  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions; 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms, 

• Positive  direct  Coombs’  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions;  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1 .5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  iqenital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs’  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling’s  solution  and 
Clinitest®  tablets  but  not  with  Tes-Tape  " 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986,  ELI  LILLY  AND  COMPANY  [060485LR] 
Additional  information  available  to  the 
profession  on  request  from  Eli  Lilly  and 
Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 
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Auxiliary  News 


Annette  Shousha,  President,  South  Dakota 
State  Medical  Association  Auxiliary 

Dear  Doctor, 

We  want  to  take  this  opportunity  to  thank  you 
for  sharing  your  lives  with  us.  We  want  to 
thank  you  for  the  example  you  have  been  to  our 
children,  for  your  generosity  and  unselfishness,  and 
your  public  commitment. 

As  an  auxiliary  to  your  medical  association,  our 
purpose  is  to  support  your  efforts  in  promoting 
health.  We  are  powerful,  but  only  if  and  when  we 
promote  your  efforts.  When  we  cease  to  look  be- 
yond ourselves,  we  will  lose  our  strength  and  vi- 
tality. It  is  a privilege  to  work  in  your  shadow, 
promoting  community  health  and  supporting  med- 
ical education. 

However,  a medical  marriage,  not  unlike  other 
marriages,  is  a two-way  street.  Much  understanding 
from  both  is  a prerequisite  for  success.  In  order  to 
aid  your  understanding,  please  read  the  following 
thoughts  from  a physician  spouse: 

1 .  Money  and  prestige  do  not  replace  your  love, 
caring,  support,  and  time. 

2.  Raising  our  children  trying  to  be  two  role 
models  because  of  an  absentee  or  tired  parent 
is  very  difficult. 

3.  Teaching  the  kids  that  Doctor’s  patients  must 
come  first  is  difficult,  as  is  convincing  them 
how  much  he  or  she  really  wanted  to  be  at 
the  school  play,  or  the  sports  award  banquet, 
or  fishing. 


4.  Not  being  given  the  sympathy  when  ill  that 
patients  receive,  and  nursing  sick  kids  to 
health,  secretly,  to  avoid  piling  more  worries 
on  the  tired  doctor. 

5.  Always  enthusiastically  agreeing  with  neigh- 
bors, over  coffee,  how  wonderful  and  godly 
her  doctor  (your  mate)  is,  especially  when 
you’re  still  seething  from  that  early  morning 
breakfast  spat. 

6.  Supportively  watching  your  kids  trying  to  live 
up  to  expectations  of  over  achiever,  worka- 
holic, driven  physician-parent. 

7.  Maintain  social  life  when  physician  disap- 
pears just  as  the  turkey  needs  to  be  carved. 

Our  prayer  is  to  be  endowed  with  forgiveness, 
patience,  endurance,  sanity,  balance,  sense  of  hu- 
mor, and  super-human  strength  to  enable  us  to  live 
with  our  very  special,  dedicated  physician.  Feel  free 
to  remind  us  often  that  “To  whom  much  is  given 
much  is  required.  ’ ’ ■ 

With  much  love  and  gratification. 
Your  spouse 


KREISERS  INC. 

1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1 724  8th  Ave.  M. 

Sioux  Tails,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 
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Physicians  Needed 

Family  practice  and  internal  medicine  phy- 
sicians to  join  seven  doctor  family  practice 
clinic  in  Cloquet,  MN,  a community  of  12,000 
(30,000  service  area),  located  20  minutes 
from  Duluth-Superior.  Clinic  facility  is  lo- 
cated one  block  from  modern,  well  equipped 
77-bed  hospital.  Cloquet  enjoys  a stable 
economy  (forest  products).  Additionally,  our 
community  is  noted  for  its  excellent  school 
system.  First  year  salary  guarantee,  paid 
malpractice,  health  and  disability  insurance, 
vacation  and  study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 

Psychiatric  Residency 
Positions  Available 

The  University  of  South  Dakota  School  of 
Medicine  has  just  received  official  approval 
for  Psychiatric  Residency  Training.  The  pro- 
gram will  provide  a broad  based  training 
which  includes  all  areas  needed  for  prepa- 
ration for  the  Psychiatric  Boards.  Positions 
are  available  at  the  second  year  level  for 
physicians  already  licensed  and  in  practice 
in  a clinical  area  of  medicine.  If  interested 
please  contact: 

K-Lynn  Paul,  M.D.,  Director 
Psychiatric  Residency  Training 
USD  School  of  Medicine 
Department  of  Psychiatry 
800  E.  21st  St. 

Sioux  Falls,  SD  57101 

Phone:  (605)  339-6785 

EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 

Internist 

Wanted  immediately  to  join  mul- 
tipractice group  in  the  lake  region 
of  South  Dakota.  First  year  salary 
guarantee  with  excellent  fringe 
benefits.  Please  reply  with  CV  to: 

Joel  Frey,  Administrator 
Bartron  Clinic,  P.C. 

320  Seventh  Avenue,  SE 
Watertown,  SD  57201 

Phone:  (605)  886-8471 
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■New  SDSMA  Members 


NEW  MEMBERS 

Barry  Bauer,  M.D. 

1201  S.  Euclid  Ave.,  #101 
Sioux  Falls,  SD 

Ped 

Carole  Buchholz,  M.D. 

1455  Ohio  Ave.,  SW 
Huron,  SD 

Ped 

Curtis  Buchholz,  M.D. 

1455  Ohio  Ave.,  SW 
Huron,  SD 

Path 

Roy  G.  Burt,  M.D. 

305  S.  State  St. 
Aberdeen,  SD 

Path 

Myung  J.  Cho,  M.D. 

1301  S.  9th  Ave.,  #200 
Sioux  Falls,  SD 

PM/Reh 

Robert  Crank,  M.D. 

300  Highland  Blvd. , NE 
Watertown,  SD 

R 

Richard  Day,  M.D. 

1201  S.  Euclid  Ave.,  #301 
Sioux  Falls,  SD 

FP 

Thomas  Delaney,  M.D. 

P.O.  Box  1003 
Mitchell,  SD 

I 

Scott  W.  Ecklund,  M.D. 

1621  S.  Minnesota  Ave. 
Sioux  Falls,  SD 

FP 

David  Ellerbusch,  M.D. 

1215  Norwood  Dr. 
Aberdeen,  SD 

FP 

George  W.  Evans,  M.D. 
800  E.  21st  St. 

Sioux  Falls,  SD 

Path/NM 

Steven  Fisher,  M.D. 
147  N.  3rd  St. 

Custer,  SD 

FP 

John  R.  Fritz,  M.D. 

P.O.  Box  1003 
Mitchell,  SD 

I 

V.  Jane  Gaetze,  M.D. 
1115  E.  5th  Ave. 
Mitchell,  SD 

OB/Gyn 

Jean  L.  Gerber,  M.D. 

201  S.  Lloyd  St. 
Aberdeen,  SD 

GS 

Mary  Goepfert,  M.D. 

P.O.  Box  748 
Brookings,  SD 

P 

Bernard  Heilman,  M.D. 

903  N.  Washington 
Madison,  SD 

FP 

Bruce  C.  Hubert,  M.D. 

1200  S.  Euclid  Ave.,  #212 
Sioux  Falls,  SD 

GS 

Bruce  Kocourek,  D.O. 

Dakota  Family  Practice 
Parkston,  SD 

FP 

Ronald  Lawrence,  M.D. 

P.O.  Box  520 
Mobridge,  SD 

GS 

Jack  Markusfeld,  M.D. 

P.O.  Box  5507 
Rapid  City,  SD 

I 

Michael  Mathews,  M.D. 

353  Fairmont  Blvd. 

Rapid  City,  SD 

EM 

Michael  McHale,  M.D. 

2727  S.  Kiwanis  Ave. 
Sioux  Falls,  SD 

H/Onc 

Kenneth  Peterson,  M.D. 

506  First  Ave.,  SE 
Watertown,  SD 

FP 

John  D.  Ramsay,  M.D. 

400  22nd  Ave. 
Brookings,  SD 

OrS 

David  Rieth,  M.D. 

208  Fifth  St. 

Rapid  City,  SD 

PM 

Bruce  M.  Romanic,  M.D. 

740  S.  Hill 
Salem,  SD 

FP 

John  M.  Rud,  M.D. 

R.R.  #3,  Box  165 
Brookings,  SD 

GP 

Terrence  Sloan,  M.D. 

1316  N.  First 
Aberdeen,  SD 

I 

Charles  Tracer,  M.D. 
P.O.  Box  1560 
Rapid  City,  SD 

Anes 

David  M.  Wachs,  M.D. 

1440  Fifteenth  Ave.,  NW 
Aberdeen,  SD 

FP 

Thomas  Welty,  M.D. 

1085  Kings  Rd. 

Rapid  City,  SD 

FP 

Paul  J.  Wieland,  M.D. 

519  E.  10th  St. 
Mobridge,  SD 

R 

James  Wiggs,  M.D. 
P.O.  Box  706 
Yankton,  SD 

N 

Marvin  Wingert,  M.D. 

P.O.  Box  250 
Garretson,  SD 

GP 

■ 
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FAMILY  PHYSICIAN  WANTED 

Practice  family  medicine  in  rural  South  Dakota 
and  use  all  your  family  practice  skills  — pedi- 
atrics and  obstetrics  to  orthopedics  and  ger- 
iatrics and  everything  in  between. 

Platte,  a peaceful,  clean,  friendly  and  busy 
community  in  south  central  South  Dakota  is 
only  15  minutes  from  the  Missouri  River  — ex- 
cellent for  water  sports,  fishing,  camping  and 
hunting.  Beautiful  scenery. 

Modern  hosptial  with  attached  nursing  home. 
Clinic  space  available.  Guaranteed  income. 
Call  shared  3 ways. 

Plenty  of  work,  but  plenty  of  time  to  relax  and 
grow  with  your  family.  Rural  medicine  is  stim- 
ulating, challenging  and  very  satisfying.  You’re 
needed  and  appreciated  here. 

Contact:  J.  W.  Bentz,  M.D. 

P.O.  Box  818 
Platte,  SD  57369 
(605)  337-2633 

Family  Practice 
Physician  Needed 

Established  need  for  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
west Iowa.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  far  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO's  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (71 2)732-5030 

Family/General 
Practice  Physician 

to  join  another  Family  Practice 
Physician  in  small  western  South 
Dakota  community.  Medical  cen- 
ter is  new.  Thirty  bed  hospital  and 
nursing  home.  Salary  and  finan- 
cial arrangements  are  negotiable, 
guaranteed  minimum. 

Contact: 

John  Knecht,  M.D. 

Martin  Medical  Center 
P.O.  Box  K 

Martin,  South  Dakota  57551 
(605)  685-6868 

Family  Practitioner 

Marshfield  Clinic-Colby  Center  is  seeking  a 
Board  certified/Board  eligible  Family 
Practitioner  to  join  another  Fa'mily  Practitioner 
in  an  established  office  based  group  practice 
in  Colby,  Wisconsin.  The  Colby  Center  offers 
the  Family  Practitioner  the  autonomy  of  a 
private,  primary  care  practice,  plus  the 
financial  and  professional  resources  of 
Marshfield  Clinic,  a 250  physician 
multispecialty  group.  This  physician  would 
enjoy  full  hospital  privileges  but  without  the 
distractions  of  OB  or  surgical  responsibilities. 
Excellent  salary  and  benefits.  Please  send 
curriculum  vitae  to: 

Robert  Peterson,  Director 
Regional  Services 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wl  54449 

or  call  collect  at: 

(715)387-5498 

28 


SOUTH  DAKOTA 


This  Is  Your  Medical  Association 


John  McFee,  M.D.,  Ipswich,  recently  received  a 
Community  Service  Award  presented  by  the  Mod- 
em Woodmen  of  America  at  a banquet  held  in  Ab- 
erdeen. Dr,  McFee  was  honored  for  his  dedicated 
services  to  the  area  communities.  He  and  his  family 
moved  to  Ipswich  in  1974,  where  he  works  long 
hours  each  day  in  Ipswich  and  surrounding  com- 
munities. 

* * * * 

Drs.  Mark  Clippinger,  Eagle  Butte;  Bruce  Ro- 
manic, Salem;  and  Janice  Galli,  Elk  Point,  have 
recently  been  named  diplomates  of  the  American 
Board  of  Family  Practice.  Dr.  Forrest  Brady, 
Spearfish,  has  been  recertified  as  a diplomate  of 
ABFP. 

* * ❖ ❖ 

J.  S.  Devick,  M.D.,  Colton,  was  honored  at  the 
annual  meeting  of  the  South  Dakota  Division, 
American  Cancer  Society  as  a volunteer  of  the  year 
for  1986.  Dr.  Devick  has  been  a volunteer  for  the 
American  Cancer  Society  for  many  years,  having 
served  as  president  of  the  division.  National  Med- 
ical Delegate  director  and  chairman  of  the  Service 
and  Rehabilitation  Committee. 

^ ^ 

A Certificate  of  Appreciation  was  presented  to  Mi- 
chael Olson,  M.D.,  Family  Practice  physician  in 
Sioux  Falls,  by  the  Air  Force  Health  Professions 
Recmiter,  Master  Sergeant  Dean  Fender.  Dr.  Olson 
was  presented  the  certificate  for  outstanding  support 
to  the  United  States  Air  Force  Health  Professions 
Recmiting  activities  in  this  area. 

Dr.  John  Ramsay  has  begun  his  practice  of  or- 
thopedic surgery  and  sports  medicine  in  Brookings. 
Dr.  Ramsey,  a native  of  Oklahoma,  received  his 
medical  degree  from  the  University  of  Oklahoma 
Health  Sciences  Center  in  1974.  He  completed  a 
one-year  internship  at  USAF  Medical  Center,  Kes- 
sler Air  Force  Base  in  Biloxi,  Miss.  He  was  Chief 
of  Areospace  Medicine  at  USAF  Clinic,  Vance  Air 
Force  Base,  Oklahoma.  In  1982,  he  completed  an 
Orthopedic  residency  at  USAF  Medical  Center  at 
Wilford  Hall,  Lackland  AFB  in  San  Antonio,  Texas. 

Throughout  his  military  career.  Dr.  Ramsey  has 
been  an  Air  Force  flight  surgeon  and  he  has  been 
chief  of  the  Department  of  Orthopedics  at  the  USAFB 


Hospital  in  Bittburg,  West  Germany  since  1982.  He 
is  now  planning  to  retire  from  the  Air  Force. 

He  and  his  wife,  Donna,  have  three  children. 

* * * * 

Dr.  R.  C.  Jahraus,  Pierre,  and  Dr.  Emil  A.  Hofer, 

Huron,  were  honored  for  their  many  years  of  con- 
tinued membership  in  the  American  Academy  of 
Family  Physicians  at  the  opening  ceremonies  of  the 
organization’s  38th  annual  convention  and  scientific 
assembly.  Dr.  Jahraus  has  been  a member  for  25 
years  and  Dr.  Hofer  for  26  years. 

* * * 

David  Reinke,  M.D.,  a native  of  Canton,  has  be- 
gun his  general  surgery  practice  at  the  new  Inter- 
lakes Medical  Center  in  Madison  and  is  also  asso- 
ciated with  the  Dell  Rapids  Medical  Clinic. 

Dr.  Reinke  received  his  medical  degree  from  the 
USD  School  of  Medicine  in  1980.  He  completed 
an  internship  at  Sioux  Valley  Hospital  in  Sioux  Falls 
in  1981  and  a general  surgery  residency  in  Tulsa, 
Oklahoma  in  1986. 

He  and  his  wife,  Debra,  have  three  sons. 

H<  * * * 

Dr.  David  Erickson  is  another  new  physician  at 
the  new  Interlakes  Medical  Center  in  Madison  and 
he  is  also  associated  with  the  Dell  Rapids  Medical 
Clinic.  Dr.  Erickson,  a native  of  Watertown,  spe- 
cializes in  Family  Practice.  He  received  his  medical 
degree  from  the  USD  School  of  Medicine  in  1983. 
He  completed  a 3-year  family  practice  residency 
program  in  Denver  and  Fort  Collins,  Colorado  in 
1986. 

His  wife,  Mary  Pat,  is  a native  of  Sioux  Falls, 
so  moving  back  to  South  Dakota  was  an  easy  de- 
cision to  make. 

% 5f5  * 

Dr.  Gregg  Tobin  of  Winner  has  been  inducted  as 
a Fellow  in  the  American  College  of  Surgeons. 

* * * 

Dr.  Brooks  Ranney,  Yankton,  received  a rather 
unique  Christmas  gift  “for  the  man  who  has  every- 
thing,’’ from  some  of  his  relatives.  Dr.  Ranney’s 
brother-in-law  heard  about  naming  stars  after  people 
and  decided  to  have  a star  registered  in  Dr.  Ranney’s 
name  in  the  International  Star  Registry  vault  in 
Switzerland. 

(Continued  on  next  page) 
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The  University  of  South  Dakota  School  of  Medicine 
recently  presented  its  annual  faculty  recognition 
awards  at  a banquet  held  at  Ellsworth  Air  Force 
Base.  The  awards  are  given  each  year  to  honor 
medical  school  faculty  who  have  given  meritorious 
service  to  healthcare  and  performed  outstandingly 
as  educators. 

The  distinguished  service  award  was  presented 
to  Robert  Bartron,  M.D.,  clinical  assistant  pro- 
fessor of  surgery  in  Watertown. 

Joseph  N.  Hamm,  M.D.,  who  is  retiring  this 
year  as  the  school’s  associate  dean  in  Rapid  City, 
was  honored  with  a plaque  recognizing  his  service 
to  the  community  and  the  medical  school. 

Drs.  Robert  Goodhope,  Ft.  Meade;  Richard 
Jaqua,  Sioux  Falls;  and  Harold  Fromm,  Rapid 
City,  were  presented  with  outstanding  service  and 
teaching  awards. 

Hs  * * 

Yankton  physician,  Willis  F.  Stanage,  M.D., 
Chairman  of  the  Department  of  Pediatrics  and  Ad- 
olescent Medicine,  was  recently  awarded  the  Peri- 
natal Association’s  Pioneer  Award  from  the  South 
Dakota  Perinatal  Association  and  the  University  of 
South  Dakota  School  of  Medicine.  Dr.  Stanage  re- 
ceived this  award  for  his  work  in  pediatrics,  in- 
cluding childhood  heart  problems,  chromosomal 
disorders,  diabetes,  poison  ingestion  and  Native 
American  Health  Care. 

Hi  :!« 


Robert  Suga,  M.D.,  a native  of  Yankton,  has 
opened  an  orthopedic  clinic  in  Watertown.  Dr.  Suga 
is  an  orthopedic  surgeon  and  received  his  medical 
degree  from  the  USD  School  of  Medicine  in  1981. 
He  completed  a one-year  general  surgery  internship 
in  1982  and  a 4-year  orthopedic  residency  in  1986 
at  the  Southern  Illinois  University  School  of  Med- 
icine. 

He  and  his  wife,  Maureen,  have  three  children. 

Hs  H«  H«  Hs 

Dell  Rapids  honored  Dr.  Paul  Aspaas,  Sr.  for  his 
38  years  of  dedicated  medical  service  to  the  com- 
munity, with  a retirement  reception.  The  people  of 
Dell  Rapids  wanted  to  show  their  gratitude  not  only 
for  his  competence  as  a physician  but  also  for  his 
dedication  to  the  advancement  of  the  community  by 
his  involvement  in  civic  and  church  affairs.  Dr. 
Aspaas  is  a member  of  the  American  Legion;  Lions 
Club;  AMA;  South  Dakota  State  Medical  Associ- 
ation; Seventh  District  Medical  Society;  American 
Family  of  Practitioners;  Dakota  State  Medical 
Council.  He  is  one  the  Board  of  Western  Studies; 
a member  of  the  Blue  Shield  Board  of  Directors; 
South  Dakota  State  Board  of  Medical  and  Osteo- 
pathic Examiners;  and  the  Board  of  Directors  of 
First  National  Bank  of  Sioux  Falls.  He  is  a member 
of  the  Dell  Rapids  Lutheran  Church  and  has  held 
many  church  offices. 

H:  Hi  H<  % 


Two  of  the  new  officers  for  the  South  Dakota  Di- 
vision of  the  American  Cancer  Society  are  Dr.  David 
Elson,  Sioux  Falls,  president  and.  Dr.  Marwan 
Hanna,  Sioux  Falls,  vice  president. 

Hi  Hi  H<  Hi 


Mailing  Address: 

P.O.  Box  1234 
SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 

Specializing  in  medical  professional  liability  insur- 
ance 


AFTER  BUSINESS  HOURS  CAl 

DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 


336-1090 


Dr.  Dennis  D.  Knutson  was  elected  president  of 
the  Minnesota  Dermatological  Society  for  1987  at 
its  recent  meeting  in  St.  Paul,  Minnesota.  He  is  the 
first  South  Dakota  dermatologist  to  be  elected  pres- 
ident of  this  organization  which  consists  of  members 
from  Minnesota  and  the  four  contiguous  states.  Dr. 
Knutson  currently  serves  as  vice  chairman  and  clin- 
ical professor  of  the  Dermatology  Division  at  the 
University  of  South  Dakota  School  of  Medicine. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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Visvaldis  Janavs,  M.D.,  and  his  wife,  Livja,  of 
Milbank,  were  honored  at  a retirement  reception 
held  in  Milbank.  Dr.  Janavs  has  served  the  Milbank 
Community  for  nearly  30  years.  He  and  Livja  are 
both  natives  of  Latvia,  but  they  did  not  meet  until 
after  Dr.  Janavs  came  to  this  country  in  1951. 

* * * * 

Dileep  Bhat,  M.D.,  of  Mitchell,  has  been  inducted 
as  a Fellow  in  the  American  College  of  Surgeons. 

Hs  * sfs 

Craig  K.  Hansen,  M.D.,  Rapid  City,  has  com- 
pleted continuing  education  requirements  to  retain 
active  membership  in  the  American  Academy  of 
Family  Physicians.  ■ 


Stupidity  is  forever; 
ignorance  can  be  fixed 


Wyeth  Jerry  Maginn 


The  PHYSICIAN 
REHABILITATION 
PROGRAM  of  the  South 
Dakota  State  Medical 
Association 
608  West  Ave.,  N. 

Sioux  Falls,  SD  57104 
(605)  336-1965 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well 
as  those  with  emotional  and 
psychiatric  disorders. 

All  referrals  and  information  remains 
confidential. 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North, 
Sioux  Falls,  SD 

Subscription  $10.00  per  year  $1.50  per  copy 
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CONTRIBUTORS 
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with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and  the 
location  of  the  author.  The  used  manuscript  is  not  returned 
but  every  effort  will  be  made  to  return  manuscripts  not 
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are  accepted  for  publication  on  condition  they  are  contributed 
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Future  Meetings 


March 

Psychiatry:  Diagnostic  and  Statistical  Manual  R-III,  Rad- 
isson  Univ.  Hotel,  Minneapolis,  MN,  Mar.  13.  Contact; 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 

Symposium  on  Sports  Medicine,  Radisson  Inn  Maingate,  Kis- 
simmee, FL,  Mar.  14-21 . Fee:  $360.  20  hrs.  AMA  Category 
I credit.  Contact:  Eugenia  Kassar,  Dir.  CME  & Meeting 
Serv.,  Minn.  Med.  Assoc.,  2221  University  Ave.,  SE,  Ste. 
400,  Minneapolis,  MN  55414.  Phone:  (612)  378-1875. 

Specialty  Series  in  Primary  Care:  Cardiology,  Infectious 
Diseases  & Endocrinology,  Palm  Springs  Spa  Hotel,  Palm 
Springs,  CA,  Mar.  19-27.  Contact:  UCSD  School  of  Med., 
CME,  M-017,  La  Jolla,  CA  92093.  Phone:  (619)  534-3940. 

Ninth  Annual  Winter  Psychiatry  Conference  “Times  of 
Crises:  Adolescence  and  Aging,”  Yarrow  Hotel,  Park  City, 
UT,  Mar.  22-27.  Fee:  $365.  26  hrs.  AMA  Category  I credit. 
Contact:  Brenda  Vink,  Conf.  Coord.,  Div.  CME,  The  Men- 
ninger  Found.,  Box  829,  Topeka,  KS  66601.  Phone;  (913) 
273-7500,  ext.  5992. 

Advanced  Trauma  Life  Support,  Omaha,  NE,  Mar.  23-24. 
Fee:  $475.  17  hrs.  AMA  Category  I credit.  Contact:  Cindy 
Hanssen,  U.  of  Neb.  Med.  Ctr.,  Ctr.  for  Cont.  Ed.,  42nd 
& Dewey  Ave.,  Omaha,  NE  68105-1065.  Phone:  800-228- 
9630. 

Florida  Tutorial  (OB-GYN),  Airport  Marriott  Hotel,  Orlando, 
FL,  Mar.  26-27.  Fee:  $175.  14  hrs.  Category  I credit.  Con- 
tact: Maureen  McGinley,  CME,  Creighton  U.,  California  at 
24th  St.,  Omaha,  NE  68178.  Phone:  800-228-7212,  ext. 
2550. 

Family  Practice  Review  — A Comprehensive  Update,  U. 

of  Neb.  Med.  Ctr.,  Omaha,  NE,  Mar.  30-Apr.  10.  Fee:  $850. 
100  hrs.  AAFP  & AMA  Category  I credit.  Contact:  Marge 
Adey,  Ctr.  for  Cont.  Ed.,  U.  of  Neb.  Med.  Ctr.,  42nd  & 
Dewey  Ave.,  Omaha,  NE  68105.  Phone:  (402)  559-4152. 


April 

Topics  in  Clinical  Medicine,  Ramkota  Inn,  Sioux  Falls,  SD, 
Apr.  3-4.  Fee;  $35.  10  hrs.  AAFP  & AMA  Category  I credit. 
Contact:  Michael  Ferrell,  M.D.,  Central  Plains  CL,  2727  S. 
Kiwanis  Ave.,  Sioux  Falls,  SD  57105.  Phone;  (605)  331- 
3490. 

Children:  The  Forgotten  Victims  of  Violence,  Seeley  Conf. 
Ctr.,  Menninger  Found.,  Topeka,  KS,  Apr.  9-10.  Fee:  $100. 
11  hrs.  AMA  Category  I credit.  Contact:  Div.  of  Cont.  Ed., 
The  Menninger  Foundation,  Box  829,  Topeka,  KS  66601. 
Phone:  (913)  273-7500,  ext.  5992. 

45th  Annual  Course  in  Allergy  and  Clinical  Immunology, 

Mayo  Mem.  Aud.,  U.  of  Minn.,  Apr.  9-11.  Contact:  CME, 
U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

Infectious  Disease  Symposium,  St.  Joseph  Hosp.,  Omaha, 
NE,  Apr.  15.  6 hrs.  AMA  Category  I credit.  Contact:  Mau- 
reen McGinley,  Div.  of  CME,  Creighton  U.,  Scl.  of  Med., 
California  at  24th  St.,  Omaha,  NE  68178.  Phone;  800-228- 
7212,  ext.  2550. 

Family  Practice  Review:  Update  ’87,  Radisson  South  Hotel, 
Bloomington,  MN,  Apr.  20-24.  Contact:  CME,  U.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 


Respiratory  Problems  of  the  Immuno-suppressed  Patient, 

St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Apr.  24-25.  14 
hrs.  AMA  Category  I credit.  Contact:  Charles  Drage,  M.D., 
Dir.  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St., 
St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

The  Terminally  111  Patient:  Psychological,  Social,  Legal, 
and  Ethical  Issues,  Copley  Plaza  Hotel,  Boston,  MA,  Apr. 
24-25.  Contact;  Harvard  Medical  School,  Dept,  of  Cont. 
Ed.,  Boston,  MA  02115.  Phone:  (617)  732-1525. 

May 

Pediatric  Infectious  Disease  Symposium,  Conference  Center, 
Boys  Town,  NE,  May  8-9.  12  hrs.  AMA  Category  I credit. 
Contact:  Maureen  McGinley,  Div.  CME,  Creighton  U.  Scl. 
of  Med.,  California  at  24th  St.,  Omaha,  NE  68178.  Phone; 
800-228-7212,  ext.  2550. 

International  Symposium  on  Smoking  and  Health,  Tianjin, 
China,  May  18-21 . Fee:  $450.  Contact;  Roger  Murray,  China 
Express,  278  Post  St.,  Ste.  408,  San  Francisco,  CA  94108. 
Phone:  800-227-5663. 

The  Fifth  Annual  Cardiology  Update,  Honolulu,  Hawaii, 
May  26-30.  Fee:  $395.  26  hrs.  AMA  Category  I credit. 
Contact:  LisaKrehbiel,  30131  Town  Ctr.  Dr.,  #215,  Laguna 
Niguel,  CA  92677.  Phone:  (714)  495-4499. 

Advanced  Trauma  Life  Support,  Omaha,  NE,  May  28-29. 
Fee:  $475.  17  hrs.  AAFP  & AMA  Category  I credit.  Contact: 
Cindy  Hanssen,  U.  of  Neb.  Med.  Ctr.,  Ctr.  for  CME,  42nd 
& Dewey  Ave.,  Omaha,  NE  68105-1065.  Phone:  800-228- 
9630.  ■ 


SAVE  on  premiums 
for 

Workers* 

Compensation 

Insurance 

Program  approved  by  SDSAAA 

Dividends  have  run  up  to 
43.5%,  averaging  30% 
since  1976. 

Write  or  call  toll-free  for 
complete  information. 

DODSON  INSURANCE  GROUP 
P.O.  Box  559 
Kansas  City,  MO  64141 
1-800-821-3760 
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jeefore  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.ne  following  is  a brief  summary. 

■ WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 

If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 

I volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
’ appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
I benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
! appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
' the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
‘Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  alterea),  hyperuricemia  anci  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazicfes. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  ‘Dyazide’, 
although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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PREMARIN 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthh^  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dLto  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.® 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREAAARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 

PREMARIN* 

(Conjugated  Estrogens  Tablets) 


For  atrophic  vaginitis 

PREMARIN® 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1 .25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625m 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN^  Brand  ot  conjugated  estrogens  Vaginal  Cream  in  a noniiquefying  base 


1.  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA. 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year.  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of estrogens  during  the  last  decade.  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4.5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  oftreatmentand  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated . the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurrino  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  ‘natural’  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses. 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNAN(5Y. 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects.  One  case  control  study  estimated 
a 4.7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion . There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters.  Tablets  are  available  in  0.3  mg,  0.625  mg,  0.9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mg  conjugated 
estrogens  per  gram. 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female 
castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized. 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS.)  The  choice  of  progestin  and  dosage  may  be 
important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 . 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia.  3.  Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4.  Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning.)  At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement.  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization.  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed.  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete.  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b.  Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  free  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

f Reduced  response  to  metyrapone  test. 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration.  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk. 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea;  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema;  changes  in  libido. 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN: 

PREMARIN<i  Brand  of  conjugated  estrogens  tablets,  USP 

1.  Given  cyclically  for  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 .25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2.  Given  cyclically:  Female  castration.  Osteoporosis.  Female  castration— 1.25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Osteoporosis  —0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN^  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  for  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals. 

Usual  dosage  range;  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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Health  care  coverage  is  meant  to  be  used,  but  not 
abused.  When  some  people  use  their  coverage  un- 
wisely or  unnecessarily,  it  costs  all  of  us  plenty  in 
terms  of  higher  health  care  costs. 

It’s  a concern  of  South  Dakota  physicians  as  well 
as  Blue  Shield.  By  urging  South  Dakotans  to  use 
their  health  care  services  prudently,  we  can  help 
control  health  care  utilization. 

Working  together,  we  can  stem  the  rising  costs 
and  get  the  most  for  our  health  care  dollars. 
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lb  show  you  how  mcUiy 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

cifter  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAE  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncomplicmt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


H ONCE-DAILY  m H 

nderalla 


IFROFfiANOa  HCII 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  tor  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL‘  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-lite  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  dally  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product,  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established.  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output.  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially.  It  readjusts  to  or  below  the  pretreatment  level  with  chronic  use. 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain. 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital. 

For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction.  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable, 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope,  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock:  2)  sinus 
bradycardia  and  greater  than  first  degree  block:  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and, 'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


ONCE-DAILY 

Inderal  LA 

(PROPRANaa  HCII 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors, 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures, 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamine 
or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficultto 
adjust  the  dosage  of  insulin. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol, 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function,  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-defDleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C,  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  bradycardia:  congestive  heart  failure:  intensification  of  AV  block:  hypoten- 
sion: paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the 

Raynaud  type. 

Central  Nervous  System:  lightheadedness: 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental 
depression  progressing  to  catatonia:  visual 
disturbances:  hallucinations:  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics. 

Gastrointestinal:  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress. 

Respiratory:  bronchospasm. 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura, 

Auto-Immune:  In  extremely  rare  instances,  systemic  lujius  erythematosus  has  been  re- 
ported. 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  rejoorted  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care'should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained,  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maxiThum  dose,  INDERAL  LA  therapy 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 

PEDIATRIO  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use, 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program.  Data  on  file.  Ayerst  Laboratories. 

2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985:145:1321-1323. 
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Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  ifs  needed 

Insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.^  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  conceit  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  GlucotroP  (glipizide) 
prescribing  information  on  next  page. 


ROeRIG 

A division  of  Pli/er  Pharmaceulicais 
New  York,  New  York  10017 


Relereace: 

1.  Sachs  R.  Frank  M.  Fishman  SK:  Overview  of  clinical  experience  with  glipizide  In  Glipaide  A Worldwide  Review 
Princeton,  NJ.  Excerpta  Medica.  1984.  pp  163-172 
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INDICATIONS  AND  USADE;  GLUCOTROL  is  indicated  as  an  adjunct  to  diet  tor  the  control  ot  hyperglycemia  in  patients 
with  non-insulin-dependem  diabetes  mellitus  (NIOOM.  type  II)  after  an  adequate  trial  ot  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS:  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY:  The  adminiftration  of  oral  hypogly- 
cemic drags  has  bees  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plas  insulin.  This  warning  is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGOP).  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-iowering  drugs  in  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes.  The  study  iuvolved  123  patienu  who  were  randomly  assigned  to  one  ot  tour  treatment  groups  {Diabetes, 
19.  supp.  2:747-830. 1970). 

UGOP  reported  that  patients  treated  lor  S to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  limes  that  of  patients  treated  with  diet  alone.  A 
signihcant  increase  in  total  mortality  was  not  observed,  but  the  use  ot  tolbutamide  was  discontinued  based  on  the 
increase  in  cardiovascular  mortality,  thus  limiting  the  opportunity  tor  the  study  to  show  an  increase  in  overall 
mortality.  Despite  controversy  regarding  the  interpretation  ot  these  results,  the  findings  of  the  UGOP  study  provide 
an  adequate  basis  lor  this  warning.  The  patient  should  be  informed  ot  the  potential  risks  and  advantages  of 
GLUCOTROL  and  of  alternative  modes  ot  therapy. 

Although  only  one  drug  In  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  ot  action  and  chemical  structure. 

PRECAUTIONS:  Renal  and  Hepatic  Disease:  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients 
with  impaired  renal  and/or  hepabc  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia:  All  sultonyiureas  are  capable  ot  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia.  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs.  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Lou  of  CoitUoI  of  Blood  Glucose:  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  disconbnue  GLUCOTROL  and  administer  insulin. 
Laboratory  Tests:  Blood  and  urine  glucose  should  be  monitored  periodically.  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  lor  Patients:  Paoents  should  be  informed  ot  the  potential  risks  and  advantages  ot  GLUCOTROL.  ot 
alternative  modes  of  therapy,  as  well  as  the  importance  ot  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  ot  regular  testing  ot  urine  and/or  blood  glucose.  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained. 

Drug  Interactions:  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-intlammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumarins.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol. 
However,  caution  must  be  exercised  in  extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazines.  thyroid  products,  estrogens,  oral  contraceptives,  phenytoin.  nicotinic  acid,  sympathomimetics. 
calcum  channel  blocking  drugs,  and  isoniazid  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparabons  of  miconazole  is  not  known 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility;  A 20-month  study  in  rats  and  an  18-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-relafed  carcinogenicity.  Bacterial  and 
in  v/vo  mutagenicity  tests  were  uniformly  negative.  Studies  in  rats  of  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  effects  on  fertility. 

Pregnancy:  Pregnancy  Category  C:  GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg)  This  fetotoxicity  has  been  similarly  noted  with  other  sulfonylureas.  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women.  GLUCOTROL  should  be  used  during  pregnancy  only  it  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Nonteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery.  This  has  been  reported  more  frequently  with  the  use  of  agents  with 
prolonged  half-lives  GLUCOTROL  should  be  disconfinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mathers:  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be 
considered  if  nursing  is  to  be  continued 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS;  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  in  only  1.5%  was  GLUCOTROL  discontinued. 

Hypoglycemia:  See  PRECAUTIONS  and  OVEROOSAGE  sections 

Gastrointestinal:  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence:  nausea  and  diarrhea,  one  in  70:  constipation  and  gastralgia.  one  in  100  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage.  Chloestatic  jaundice  may  occur  rarely  wifh  sulfonylureas: 
GLUCOTROL  Should  be  disconfinued  if  this  occurs 

Dermatologic:  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria, 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients.  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL:  if  skin  reactions  persist,  the  drug  should  be  discontinued.  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas. 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  ot  disulfiram-like  reactions 
Endocrine  Reactions;  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIAOH) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous:  Oizziness.  drowsiness,  and  headache  have  been  reported  in  about  one  in  fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  ot  therapy. 

OVEROOSAGE:  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia.  If  hypoglycemic 
coma  IS  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated 
(50%)  glucose  solution  This  should  be  followed  by  a continuous  infusion  of  a more  dillute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg  dL  Patients  should  be  closely  monitored  tor  a 
minimum  ot  24  to  48  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  in  persons  with  liver  disease.  Because  ot  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide),  dialysis  is  unlikely  to  be  of  benefit 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL:  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia. 

Initial  Dote:  The  recommended  starting  dose  is  5 mg  before  breakfast.  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2.5-5  mg.  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Date:  The  maximum  recommended  total  daily  dose  is  40  mg. 

Maintenance:  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED:  GLUCOTROL  is  available  as  white,  dye-tree,  scored  diamond-shaped  tablets  imprinted  as  follows: 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100;  10  mg  tablet— Pfizer  412  (NOC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 

More  detailed  profesiional  Information  available  on  request. 


A division  of  Pfizer  Pharmaceuticals 
■ IWWrilVP  New  York.  New  York  10017 
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An  Analysis  of  Carotid  Endarterectomy  in 
the  Community  Hospital  Setting 

This  study  examines  the  morbidity  of  carotid  endarterectomyand  discusses  the 
importance  of  obtaining  such  data  regionally. 

Jerome  W.  Freeman,  M.D.,  F.A.C.P.* 

Leonard  Gutnik,  M.D.,  F.A.C.P.t 
Michael  G.  Breci,  Ph.D4 


ABSTRACT 

This  retrospective  study  analyzes  the  results 
of  140  carotid  endarterectomies  performed  in  two 
community  hospitals  over  a two  year  period 
(1984-85).  No  deaths  occurred  in  the  study  group. 
The  stroke  morbidity  rate  was  2.1  % and  the  rate 

CAROTID  ENDARTERECTOMY  has  become  a stand- 
ard treatment  for  many  patients  with  symp- 
tomatic extracranial  stenosis.  Unfortunately,  well 
controlled  studies  contrasting  the  efficacy  of  en- 
darterectomy and  medical  treatment  have  not  been 
performed.  However,  based  on  data  from  historical 
control  patients  and  from  current  series  of  patients 
treated  with  either  surgery  or  medication,  it  does 
appear  that  endarterectomy  is  of  benefit  in  selected 
patients. 

The  incidence  of  stroke  following  a transient  is- 
chemic attack  (TIA)  has  been  estimated  to  be  6-7% 
per  year  without  treatment.  ^ The  risk  of  stroke  fol- 
lowing successful  endarterectomy  has  been  dem- 
onstrated to  be  lower.  In  Whisnant’s  series^  patients 
who  were  doing  well  one  month  after  endarterec- 
tomy had  a subsequent  rate  of  stroke  of  2%  per 
year.  Medical  treatment,  especially  the  use  of  as- 
pirin as  an  antiplatelet  agent,  has  also  been  shown 
to  decrease  the  incidence  of  stroke.  In  Bousser’s 
three  year  series^  there  was  a 3.5%  risk  of  stroke 
per  year  in  TIA  patients  treated  with  aspirin  or  as- 
pirin plus  dipyridamole.  Today,  virtually  all  patients 
who  have  a carotid  endarterectomy  are  also  placed 
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t Clinical  Associate  Professor  of  Medicine,  USD  School  of 
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for  other  serious  complications  was  1.4%.  These 
figures  compare  favorably  with  national  data 
which  suggest  that  carotid  endarterectomies 
should  only  be  performed  at  centers  with  mor- 
tality and  morbidity  rates  of  under  3-4%. 

on  an  antiplatlet  agent.  Thus  the  surgical  option  for 
treatment  is,  more  specifically,  a surgery  plus  med- 
ical treatment  option. 

Given  the  above  statistics,  it  is  clear  that  surgery 
is  of  benefit  only  if  it  can  be  accomplished  with  an 
acceptably  low  mortality  and  major  morbidity  rate. 
This  fact  is  emphasized  by  a number  of  authors. 
Some  authors^’  suggest  that  the  perioperative  mor- 
tality and  stroke  morbidity  should  be  about  3%. 
Others^’ ^ advocate  even  more  stringent  criteria,  sug- 
gesting that  the  total  combined  complication  rate  of 
angiography  and  surgery  should  be  less  than  3%. 
It  is  not  clear  what  types  of  complications,  in  ad- 
dition to  mortality  and  stroke  morbidity,  this  figure 
includes.  However,  based  on  these  reports  it  would 
appear  that  for  carotid  endarterectomy  there  should 
be  a mortality  and  major  morbidity  rate  (including 
not  only  stroke,  but  other  serious  complications  as 
well)  of  less  than  3 to  4%.“^  It  is  especially  critical 
to  have  figures  in  this  range  if  surgery  is  contem- 
plated on  a patient  with  asymptomatic  carotid  ste- 
nosis.* 

Carotid  angiography  and  endarterectomy  are  cur- 
rently performed  nationwide  in  a variety  of  univer- 
sity settings  and  community  hospitals.  It  is  our  con- 
tention that  communities  which  perform  these 
procedures  need  to  document  that  they  are  being 
performed  with  an  acceptably  low  complication  rate. 
This  is  especially  important  because  published  se- 
ries of  perioperative  stroke  plus  death  rates  in  the 
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past  have  ranged  from  0 to  21%/ 

Because  of  these  factors,  we  determined  to  study 
the  perioperative  mortality  and  stroke  morbidity  in 
a single  community.  Sioux  Falls,  South  Dakota,  has 
a population  of  approximately  90,000  and  serves  as 
a major  referral  center  for  the  surrounding  area. 
There  are  two  large  community  hospitals  of  ap- 
proximately 400  and  450  beds.  For  this  study  we 
conducted  a retrospective  analysis  of  all  carotid  en- 
darterectomies performed  at  both  institutions  during 
1984  and  1985. 

RESULTS 

This  study  focused  on  carotid  endarterectomies 
done  as  a single  surgery.  This  group  consisted  of 
130  patients  on  whom  140  endarterectomies  were 
performed.  Eight  patients  had  sequential  endarter- 
ectomies performed  on  both  sides,  and  one  patient 
had  surgery  on  both  carotids  and  then  a subsequent 
repeat  surgery  on  one  carotid  for  recurrent  stenosis. 
These  figures  exclude  12  patients  on  whom  simul- 
taneous carotid  endarterectomy  and  coronary  artery 
bypass  was  performed. 

The  mean  age  of  the  patients  studied  was  67.6, 
ranging  from  46  to  90  years  old.  Males  constituted 
60%  of  the  patient  group.  Surgeries  were  performed 
for  a variety  of  symptoms  ranging  from  dizziness 
to  frank  hemispheric  ischemic  episodes.  Twenty  en- 
darterectomies (14.3%)  were  performed  because  of 
asymptomatic  carotid  stenosis. 

No  deaths  occurred  in  this  series.  Complications 
were  analyzed  as  being  either  “major”  (stroke  with 
residual  deficit)  or  “other”  (including  all  non  stroke 
complications).  These  figures  are  demonstrated  in 
Table  I.  In  this  series  the  stroke  morbidity  rate  was 
2.1%.  The  rate  of  other  complications  was  12.1%. 
These  other  complications  are  summarized  in  Table 
II.  Most  of  them  were  transient  and  fairly  minor 
problems.  One  patient  had  a brief  transient  ischemic 
attack  which  resolved  completely.  In  two  other  pa- 
tients, “code  blues”  were  initiated  because  of  post- 
operative cardiac  arrthymias.  One  of  these  patients, 
a 90  year  old  woman,  developed  a severe  aspiration 
pneumonitis  after  her  cardiac  arrest,  but  did  make 
a good  recovery  after  a prolonged  hospitalization. 
None  of  these  “other”  complications  resulted  in 
serious  permanent  residual  deficits.  If  the  two  code 
blue  patients  from  the  group  are  emphasized  be- 
cause of  the  potentially  grave  nature  of  this  com- 
plication, a serious  complication  rate  for  this  “other” 
category  of  1.4%  is  derived. 

The  risk  of  stroke  morbidity  was  further  analyzed 
in  terms  of  age  (Table  III).  For  this  analysis,  the 
patients  were  divided  into  three  groups  — ages  46- 
56,  57-67,  and  68-90.  In  the  46-56  group  there  was 


TABLE  I 

RATE  OF  COMPLICATIONS 

Patients 

% Total 

No  complications 

120 

85.7% 

Stroke  morbidity 

3 

2.1% 

Other  morbidity 

17 

12.1% 

TABLE  II 

OTHER  (NON-STROKE)  COMPLICATIONS 


Complications  # 

Cardiac  arryhthmia  with  code  blue  procedure 

(one  with  aspiration  pneumonitis)  2 

Minor  cardiac  rhythm  disturbance  3 

Local  nerve  compression  problem  5 


— Face  weakness  due  to  traction  on  the  man- 
dibular nerve  (3) 

— Vagus  compression  with  hoarseness  (1) 

— Slight  12th  nerve  paresis  (1) 


TIA  1 

Metabolic  derangements  3 

Syncope  1 

Pneumonia  1 

Post-op  psychosis  1 


TABLE  III 

COMPLICATION  BY  AGE 

Age  Range 

Stroke 

Other  Morbidity 

46-56 

0 

7.1% 

57-67 

0 

14.6% 

68-90 

3.8%  (3) 

11.5% 

no  stroke  morbidity  and  a 7.1%  rate  of  other  com- 
plications. In  the  57-67  age  range  there  were  again 
no  strokes,  but  the  other  complication  rate  increased 
to  14.6%.  One  of  these  patients  was  a sixty  year 
old  male  who  had  a cardiac  arrhythmia  and  code 
blue  procedure.  In  the  third  age  range  of  68-90,  the 
three  postoperative  strokes  occurred  (3.8%  inci- 
dence), while  other  complications  occurred  at  an 
11.5%  rate.  Strokes  occurred  in  two  women,  ages 
73  and  86,  and  in  one  male  aged  77.  Of  these  three 
events,  one  was  a mild  stroke  and  the  other  two 
infarcts  left  the  patients  with  significant  residual 
deficits. 

As  noted  above,  the  12  patients  who  had  a carotid 
endarterectomy  simultaneous  with  a second  surgery 
were  excluded  from  these  analyses.  As  a group, 
these  patients  had  a considerably  higher  complica- 
tion rate.  There  was  one  death  and  a significant 
complication  rate  of  67%  postoperatively. 

The  complication  rates  for  arterial  angiography 
and  venous  digital  angiography  for  our  two  com- 
munity hospitals  were  not  specifically  analyzed.  No 
serious  angiographic  complications  were  apparent 
in  the  patients  included  in  this  study.  However, 
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meaningful  data  as  to  the  real  complication  rates  for 
angiography  at  these  institutions  could  only  be  de- 
rived by  a specific  study  of  these  procedures. 

CONCLUSIONS 

This  study  was  designed  primarily  to  analyze  the 
mortality  and  stroke  morbidity  following  carotid  en- 
darterectomy at  two  community  hospitals.  The  study 
group  included  140  endarterectomies.  There  were 
no  deaths  in  this  series.  A stroke  morbidity  rate  of 
2.1%  was  found.  The  three  strokes  which  did  occur 
were  seen  in  elderly  patients.  Other  complications 
occurred  at  a rate  of  12.1%.  Although  there  were 
no  serious  permanent  residual  deficits  resulting  in 
this  latter  group,  it  did  include  two  patients  who 
required  a code  blue  procedure  for  cardiac  arrhyth- 
mia (1.4%  of  total  group). 

The  results  of  this  study  are  encouraging.  They 
confirm  that  the  community  hospitals  studied  are 
performing  carotid  endarterectomy  at  very  accept- 
able rates  for  morbidity  and  mortality.  The  2.1% 
risk  of  stroke  is  particularly  impressive.  When  se- 
rious non  stroke  complications  are  included,  the 
overall  major  complication  rate  is  3.5%.  This  falls 
within  the  3-4%  range  for  complications  cited  ear- 
lier in  this  report. 

At  our  two  institutions,  as  well  as  at  others  across 
the  country,  the  rate  of  angiographic  complications 
should  be  specifically  studied.  Based  on  our  prem- 
ises and  figures  noted  above,  our  rate  of  permanent 
angiographic  complications  should  be  at,  or  less 
than,  0.5  % to  enable  our  total  complication  rate  to 
remain  under  4%.  In  his  large  series,  Manf  found 
the  rate  of  permanent  deficit  following  arterial  an- 
giography to  be  only  0.1%.  However,  Taught'®  sug- 
gests that  complication  rates  in  persons  with  cere- 
brovascular disease  may  be  considerably  higher  than 
this.  A relatively  new  modality,  digital  subtraction 
angiography  (DSA),  can  reduce  the  potential  mor- 
bidity of  invasive  vascular  study.  The  venous  DSA 
does  require  a fairly  large  contrast  load,  posing  some 
risk  of  nephrotoxicity.  Also,  venous  studies  often 
provide  less  definitive  data  than  arterial  angiogra- 
phy. The  arterial  DSA  is  now  being  used  with  in- 
creasing frequency.  These  studies  are  done  with 
very  small  catheters  and  do  not  involve  the  selective 
catheterization  of  the  internal  carotid.  The  arterial 
DSA  frequently  provides  excellent  visualization  of 
the  vasculature,  and  this  modality  should  prove  to 
have  less  morbidity  than  traditional  selective  arterial 
angiography.  The  carotid  duplex  study  (doppler/ul- 
trasound) can  be  used  as  an  initial  screening  test  to 
help  determine  whether  angiography  should  be  pur- 
sued, and  which  type  of  angiography  should  be  re- 
quested. 


The  accumulated  date  on  the  medical  and  surgical 
management  of  extracranial  stenotic  disease  sug- 
gests that  carotid  endarterectomy  should  only  be 
undertaken  at  those  institutions  which  demonstrate 
that  it  can  be  performed  with  acceptably  low  risk 
of  mortality  and  residual  morbidity.  Patients  whose 
preoperative  assessment  suggests  significantly  higher 
than  normal  risk  for  complications  at  endarterec- 
tomy may  derive  more  benefit  from  medical  man- 
agement than  from  surgery. 
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Beware  the  Ides  of  March 

For  those  of  us  consigned  to  residence  in  the 
open  wind-swept  prairies  of  the  Great  Plains 
during  the  winter  months,  the  arrival  of  March  often 
releases  feelings  of  excitement  and  anticipation.  The 
long  winter  is  near  its  end  as  the  vernal  equinox 
approaches  and  one’s  impatience  for  warm  days, 
green  grass,  leafed-out  trees,  and  lingering  sunsets 
becomes  progressively  more  difficult  to  suppress. 
In  the  old  Roman  calendar,  March  . . . named  to 
honor  Mars,  the  god  of  war  . . . was  the  first  month 
of  the  year.  Julius  Caesar,  in  his  infinite  wisdom 
as  emperor,  moved  the  beginning  of  the  year  from 
March  to  January.  One  might  speculate  that  in  so 
doing  he  stirred  such  wrath  in  the  celestial  palaces 
of  Mars,  that  his  own  assassination  on  the  “.  . . 
ides  of  March,”  a designated  day  in  the  middle  of 
each  month  by  Roman  custom,  was  fortuitously  de- 
signed by  the  mythological  figure. 

Although  sprinkled  with  mild  sunny  days,  and 
signs  of  awakening  new  life  in  all  of  nature,  March 
has  a record  of  turbulence  in  American  history  dis- 
tinguishing itself  as  the  month  when:  Patrick  Henry 
launched  the  American  Revolution  with  his  cry  of 
“Give  me  liberty,  or  give  me  death!,”  The  Boston 
Massacre  took  place,  the  Monitor  battled  the  Mer- 
rimack, and  Santa  Anna  captured  the  Alamo!  Su- 
perstitions abound  primarily  related  to  its  unstable 
climatic  conditions,  e.g.  “March  comes  in  like  a 
lion  and  goes  out  like  a lamb,”  “April  borrowed 
from  March  three  days,  and  they  were  ill,”  and  the 
belief  that  rainfall  during  the  first  three  days  of 
March  (“unlucky  days”)  is  a harbinger  of  poor 
harvests  in  the  fall. 

I commented  in  an  earlier  article  on  the  atmos- 
phere of  frustration  and  confrontation  at  the  AMA 
Interim  meeting  in  Las  Vegas  last  December.  Floor 
debates  surfaced  over  issues  of  governmental  inter- 
face with  the  health  care  delivery  system  in  the 
1980s  and  its  catalytic  effect  on  the  erosion  of  the 
physician-patient  relationship.  Fueled  by  the  re- 
quirement for  budget  deficit  reductions  mandated 
by  the  Gramm- Rudman-Hollings  Act  of  1985,  a 
shot  was  launched  across  the  bow  of  the  AMA  by 
OMB.  This  came  in  the  form  of  a proposal  for 
physician  DRG  reimbursement  for  hospital  services 
...  a hasty  quick-fix  solution  to  control  payment 
for  the  steadily  increasing  volume  of  physicians 
services  provided  to  the  elderly  under  the  Medicare 
system. 

A response  from  the  membership  through  its  lead- 
ership was  quick,  articulate  and  particularly  effec- 
tive. Dr.  Joe  Boyle,  past  president  of  the  AMA  in 


a letter  to  the  Washington  Post,  commented:  ‘ ‘Thred^ 
reasons  that  account  for  the  increase  in  volume  of 
physician  services  currently  estimated  by  the  gov- 
ernment at  10%  annual  increase  are:  1)  Technolog- 
ical innovations  have  produced  new,  better  and  more 
readily  available  procedures  that  were  previously 
unavailable.  2)  Medicare’s  prospective  payment 
system  for  hospitals  was  designed  to  shift  as  much 
care  as  possible  out  of  the  hospital,  so  it  shouldn’t 
be  surprising  that  the  cost  (and  utilization)  of  those 
services  is  now  showing  up  on  the  physician  side 
of  the  ledger.  3)  It  is  well  documented  that  Medicare 
population  growth  has  accounted  for  about  one-fifth 
of  the  10%  annual  increase  in  services  being  pro- 
vided.” 

At  this  writing,  it  appears  that  the  month  of  March 
will  be  the  time  when  physicians  across  the  nation 
will  sit  down  with  their  pencils  and  calculators  and 
begin  to  work  with  formulas  designed  to  provide  a 
limited  degree  of  relief  from  the  fee-freeze  which 
has  forced  the  vast  majority  of  physicians  into  a 
negatively  connoted  category  of  “non-participa- 
tion.” In  actual  fact  this  is  more  properly  described 
as  “selective  participation”  when  reflecting  the 
practice  patterns  of  most  of  our  colleagues. 

Eli  Ginzberg,  PhD,  health  economist  expert  from 
Yale  University,  in  an  address  to  the  American  So- 
ciety of  Internal  Medicine  annual  meeting  last  Oc- 
tober, defined  the  current  realities  of  medical  prac- 
tice in  the  following  cold  analytical  statement: 
“American  medicine  has  lived  through  a period  of 
unusual  prosperity  and  that  period  is  over.  We  had 
an  unusual  combination  of  circumstances,  starting 
at  the  end  of  World  War  II  and  lasting  until  some- 
time in  the  1970s,  during  which  we  had  a very  rapid 
growth,  no  international  competition,  tremendous 
gains  in  real  income,  a ‘shortage’  of  physicians,  and 
a stronger  demand  than  there  was  supply  of  phy- 
sicians. All  that  is  over  and  it’s  permanently  over. 

. . . I believe  that,  as  a long  term  strategy,  your 
major  political  orientation  ought  to  be  how  to  make 
sure  that  you  and  the  bulk  of  the  American  public 
. . . your  patients  ...  are  on  the  same  side  of  the 
street.  You  must  realign  yourselves  with  your 
patients.” 


William  O.  Rossing,  M.D.,  President 
South  Dakota  State  Medical  Association 
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Put  an  end 
to  those  monthly 
bookkeeping  chores. 


Record-Keeping  Checldng  Account 

For  Business,  Professionals  & Farm  Operators 


How  it  works 

The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 


TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 

expense  category  in  sequence  , 

according  to  date. 

^Vhat  it  costs  . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you’ll  be 
pleasantly  surprised. 


Valley 

Banks 


Valley  Banks 
of  South  Dakota 

SIOUX  FALLS  • HARRISBURG  • LENNOX  • TEA 
ELK  POINT  • JEFFERSON  • NORTH  SIOUX  CITY 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER 


i 


NEW 

ONCE  DAILY 

ISOPTIN 


(verapamil  HCI/Knoll) 

240  mg  scored, sustained-release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 

A 
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Brief  Summary 


In  mild  to  moderate  hypertension 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D.C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e.g.,  vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 

ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e.g.,  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 

Knoll  Pharmaceuticalt 
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Hundreds  of  careful 
physicians  have  selected 
MDX  medical  data  software. 
Find  out  why. 

Physicians  who  have  thoroughly  investigated 
their  choices  are  selecting  MDX*  — and 
detecting  bottom-line  benefits. 

Benefits  like  improved  cash  flow.  Real  control 
over  patient  billing.  Word  processing  that 
delivers  your  message.  Concise  reports. 
Meaningful  medical  records.  And  more. 

Because  MDX  runs  on  UNIX  and  XENIX** 
operating  systems,  multiple  users  can  perform 
multiple  tasks  simultaneously.  And  that  means 
increased  productivity. 

Call  us  for  more  information  on  MDX  — and 
on  hardware  that's  right  for  your  office. 

*MDX  is  a trademark  of  Clincial  Data  Design,  Inc. 

**UNIX  is  a trademark  of  Bell  Laboratories;  XENIX  is  a 
trademark  of  Micro-soft. 


Business  Resources,  Ltd. 

WORD  & DATA  PROCESSLNG  SPECIALISTS 


□ 620  S.  Cliff  Ave. 
P.O.  Box  904 
Sioux  Falls,  SD  57101 
339-41 76 


□ 422  5th  Ave.  S.E. 

P.O.  Box  1902 
Aberdeen,  SD  57401 
226-0637 
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Family  Practitioner 

Marshfield  Clinic-Colby  Center  is  seeking  a 
Board  certified/Board  eligible  Family 
Practitioner  to  join  another  Family  Practitioner 
in  an  established  office  based  group  practice 
in  Colby,  Wisconsin.  The  Colby  Center  offers 
the  Family  Practitioner  the  autonomy  of  a 
private,  primary  care  practice,  plus  the 
financial  and  professional  resources  of 
Marshfield  Clinic,  a 250  physician 
multispecialty  group.  This  physician  v/ould 
enjoy  full  hospital  privileges  but  v/ithout  the 
distractions  of  OB  or  surgical  responsibilities. 
Excellent  salary  and  benefits.  Please  send 
curriculum  vitae  to: 

Robert  Peterson,  Director 
Regional  Services 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wl  54449 

or  call  collect  at: 

(715)387-5498 


Physicians  Needed 

Huron  Clinic  Foundation,  a multispe- 
cialty group  serving  a trade  area  of  ap- 
proximately 50,000,  has  a practice  sit- 
uation where  several  members  of  the 
staff  are  near  retirement  and  a ready 
practice  would  be  available.  A new 
member  can  start  with  no  cash  invest- 
ment and  receive  a large  number  of 
benefits  including  malpractice  insur- 
ance and  pension  plan.  The  clinic  is 
currently  pressed  for  a family  practice 
or  internal  medicine  physician.  You  may 
contact  any  of  the  staff  members  or 
clinic  manager  at: 

Huron  Clinic 
P.  O.  Box  822 
Huron,  SD  57350 
(605)  352-8691 


Family  Practice  & 
Internal  Medicine 
Physicians  Needed 

A large  well  established  multispecialty 
group  in  North  Dakota  is  seeking  family 
practitioners  and  internists  for  several 
different  satellites.  The  main  clinic  is  a 
major  referral  center,  representing  all 
medical  specialties.  Generous  guar- 
antee with  an  incentive  plan,  paid  mal- 
practice insurance,  vacation  and  CME 
leave.  These  progressive  communities 
offer  an  excellent  life  style  and  potential 
to  build  a thriving  and  rewarding  prac- 
tice. For  further  Information  contact: 

Durham  Medical  Search,  Inc. 

6300  Transit  Road,  Box  478 

Depew,  New  York  1 4043 

or  call:  1 -800-633-7724  (USA) 


The  Tenth  Annual 
Black  Hills  Seminar 

The  Tenth  Annual  Black  Hills  Sem- 
inar on  Advances  in  Clinical  Pediatrics 
— June  17,18  and  1 9, 1 987,  at  Sylvan 
Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pe- 
diatrics and  Adolescent  Medicine,  Uni- 
versity of  South  Dakota  School  of  Med- 
icine. Guest  faculty  include:  Drs.  John 
Grossman,  Alvin  Jacobs,  Daniel  Levin, 
George  McCracken  and  Paul  Quie.  For 
complete  conference  information,  con- 
tact: 

Lawrence  R.  Wellman,  M.D. 

CME  Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
605-333-7178 
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SOUTH  DAKOTA 


University  of  South  Dakota  School  of  Medicine 

' ...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


Atrial  Natriuretic  Factor:  A New  Hormone 
With  Possible  Clinical  Importance 

Research  by  these  authors  suggests  a possible  role  for  atrial  natriuretic  factor  in 
hypertension  through  the  kallilaein-kinin  system  in  animals;  its  place  in  human 
hypertension  is  unclear  at  this  time,  but  subject  of  intense  study. 


David  W.  Zeigler,  Ph.D.* 
Edward  T.  Zawada,  M.D.t 
Michael  L.  Kauker,  Ph.D4 


ABSTRACT 

In  1956  secretory  granules  were  found  to  be 
present  in  atrial  heart  cells,  suggesting  that  the 
heart  may  occasionally  act  like  an  endocrine  gland 
to  produce  a hormone.  Injections  of  extracts  of 
these  granules  produced  diuresis  and  natriuresis. 
In  1983  this  polypeptide  was  synthesized  and  has 
become  known  as  atrial  natriuretic  factor  or  ANT. 

I.  HISTORICAL  BACKGROUND. 

The  homeostatic  control  of  body  sodium  and  water 
and  of  blood  pressure  involves  a complex  interac- 
tion of  hormonal  and  neural  mechanisms.  The  major 
determinants  include  central  and  autonomic  nervous 
function,  cardiac  output,  blood  vessel  tone,  renal 
function,  the  renin-angiotensin-aldosterone  system, 
catecholamines,  and  antidiuretic  hormone.  Re- 
cently, it  has  been  found  that  the  atria  of  the  heart 
produce  a polypeptide  hormone,  atrial  natriuretic 
factor  (ANF),  which  when  injected  intravenously 
(IV)  causes  increased  diuresis,  natriuresis,  and  a 
decrease  in  blood  pressure.  This  hormonal  factor 
appears  to  interact  with  most  of  the  mechanisms 
involved  in  vascular  homeostasis  to  provide  a fine- 
tune  control  of  blood  pressure  and  volume. 

This  discovery  of  ANF  began  in  1956,  when 
Bruno  Kisch  described  a difference  between  atrial 
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It  has  now  been  proven  that  ANF  lowers  blood 
pressure  by  direct  vasodilation  and  by  lowering 
renin  levels  in  addition  to  its  functions  to  create 
enhanced  sodium  and  water  excretion.  It  is  cur- 
rently being  investigated  to  see  if  it  can  be  used 
to  treat  congestive  heart  failure  or  various  forms 
of  hypertension. 

and  ventricular  cardiocytes.*  He  noted  the  presence 
of  dense  secretory  granules  in  atrial  cells  of  the 
guinea  pig.  These  granules  are  concentrated  near 
the  central  sarcoplasmic  core  of  the  atrial  cells.  They 
are  located  primarily  in  the  contractile  cells  and  not 
in  the  SA  node  or  the  conductile  cells.  These  gran- 
ules are  found  only  in  atrial  and  not  in  ventricular 
cardiocytes.  In  1964,  Jamieson  and  Palade  reported 
that  these  dense  bodies  were  present  in  atria  of  all 
mammals  including  humans.^  In  1976,  Marie,  et  al. 
showed  that  the  number  of  granules  increased  when 
the  amount  of  salt  in  the  diet  was  reduced.^  These 
studies  were  continued  by  deBold  and  Sonnenberg, 
who  in  1981  reported  the  major  observation  that  has 
become  the  benchmark  paper  in  this  field. They 
injected  extracts  of  rat  atrial  homogenates  into  rats 
and  observed  a potent  diuretic  and  natriuretic  effect 
that  has  a rapid  onset  and  a short  duration  of  action. 
These  effects  were  not  seen  when  extracts  from 
ventricular  tissue  were  used.  They  concluded  that 
the  atria  contain  a factor  that  produced  these  effects 
and  named  it  atrial  natriurectic  factor.  After  its  iden- 
tification, the  factor  was  rapidly  isolated  and  puri- 
fied and  by  1983  the  peptide  was  identified  and 
synthesized. 
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The  active  component  of  ANF  is  part  of  a larger 
precursor  molecule  or  pro-hormone.  The  active  por- 
tion of  the  molecule  consists  of  a central  core  of  21 
amino  acids  (AA).  There  are  a large  number  of 
active  peptides.  A minimum  of  23  A A is  necessary 
for  full  biological  activity.  The  predominant  cir- 
culating form  in  the  rat  appears  to  be  the  28  AA 
sequence,  Cardionatrin  I.  The  human  form  is  iden- 
tical except  for  one  substitution  of  a Methionine  for 
Isoleucine  in  position  110  of  the  pro-hormone.  The 
molecular  weight  of  this  28  AA  form  is  3,060  dal- 
ton. 

The  human  gene  for  the  coding  of  ANF  has  been 
cloned  and  sequenced  making  it  possible  to  syn- 
thesize the  human  form  of  ANF  by  genetic  engi- 
neering. Antibodies  to  ANF  have  also  been  devel- 
oped and  have  been  used  to  determine  plasma 
immunoreactive  levels  of  the  hormone  by  RIA  as 
well  as  to  trace  the  release  and  sites  of  action  of  the 
factor.  Normal  circulating  plasma  levels  of  ANF  in 
humans  are  from  20  to  100  pg/ml.^ 

The  sites  of  the  receptors  for  ANF  have  been 
demonstrated  by  Mantyh,  et  al.^  They  identified 
high  affinity  binding  sites  by  autoradiographic  tech- 
niques using  rat  or  human  ^^^I-ANF  in  peripheral 
tissues  of  rat,  guinea  pig  and  human.  They  found 
in  human  and  rat  kidneys  significant  binding  in  the 
juxta  glomerular  apparatus,  renal  arteries,  and  to 
some  extent  in  the  outer  medulla.  The  adrenal  gland 
of  the  rat  also  demonstrated  significant  binding  in 
the  zona  glomerulosa,  the  site  of  aldosterone  pro- 
duction. Other  major  sites  of  ANF  binding  were  the 
smooth  muscle  layer  of  the  aorta,  the  lung  paren- 
chyma, the  posterior  pituitary,  and  the  brain  of  rats. 
This  study  demonstrates  the  location  of  receptors 
of  ANF  but  does  not  indicate  if  these  are  the  sites 
of  action  of  the  circulating  hormone.  However,  many 
of  the  sites  identified  correspond  to  physiological 
actions  of  ANF. 

n.  THE  PHYSIOLOGICAL  ACTIONS  OF  ANF. 

A.  Vascular  effects  of  ANF. 

In  animals  infused  with  ANF,  there  is  a striking 
decrease  in  blood  pressure.  The  cause  of  this  drop 
in  blood  pressure  is  still  a source  of  controversy. 
The  decrease  in  blood  pressure  has  been  attributed 
to  a direct  vasorelaxant  effect  on  the  vascular  smooth 
muscle.  This  direct  action  of  ANF  was  seen  in  iso- 
lated smooth  muscle  preparations  where  it  caused 
relaxation  of  muscle  strips  that  had  been  precon- 
tracted by  prior  administration  of  norepinephrine, 
angiotensin  II,  or  KCl.^  The  relaxation  effect  ap- 
pears to  depend  on  the  presence  of  active  tension 
in  the  vessel  and  in  the  absence  of  tone,  it  may 
cause  vasoconstriction  in  some  vascular  prepara- 


tions.* The  vasodilatory  action  of  ANF  may  play  a 
role  in  the  hypotensive  response;  however  recent 
evidence  suggests  the  primary  effect  in  vivo  to  be 
an  alteration  in  cardiac  output.^  The  vascular  effects 
of  ANF  in  humans  has  been  reported  by  Sugawara, 
et  al.‘°  Systolic  and  diastolic  blood  pressure  de- 
creased with  injection  of  ANF  and  heart  rate  in- 
creased, most  likely  as  a reflex  response  to  the  re- 
duction in  blood  pressure. 

B.  Renal  effects  of  ANF. 

ANF  causes  a significant  increase  in  sodium  and 
water  excretion.  The  cause  of  this  increase  is  most 
likely  the  significant  increase  in  glomerular  filtra- 
tion rate  (GFR)  seen  in  almost  all  studies.  The  IV 
injection  of  ANF  into  humans  increased  urine  vol- 
ume 3 -fold  and  urine  sodium  and  chloride  excretion 
doubled.*®  Potassium  excretion  was  unaffected  but 
creatinine  clearance  increased  from  108  to  132  ml/ 
min.  This  increase  in  GFR  has  been  reported  to  be 
caused  by  afferent  dilatation  with  efferent  constric- 
tion causing  an  increase  in  glomerular  capillary 
pressure  and  increasing  the  filtered  load  of  sodium.  ** 

Sodium  excretion  may  also  be  increased  by  al- 
terations in  the  concentrating  mechanism.  Maack  et 
al.*^  have  shown  that  ANF  causes  an  increase  in 
medullary  blood  flow  thereby  disturbing  the  con- 
centrating gradient  in  the  loop  of  Henle.  This  would 
increase  delivery  of  solutes  to  the  distal  tubule  and 
collecting  ducts.  A direct  effect  on  tubular  transport 
has  not  been  demonstrated. 

The  cellular  mechanism  by  which  ANF  causes 
its  effects  is  still  unknown.  However,  ANF  has  been 
reported  to  cause  significant  increase  in  cyclic  guan- 
osine  monophosphate  (cGMP)  levels.**  The  in- 
creases in  cGMP  were  primarily  located  at  the  glo- 
merulus, the  proposed  site  of  ANF  action.  Urinary 
GMP  excretion  increases  with  greater  sodium  ex- 
cretion. This  however  does  not  indicate  a cause  and 
effect  relationship.  At  this  time  it  is  still  unknown 
if  cGMP  is  the  cellular  mediator  for  the  increase  in 
GFR  and  sodium  excretion. 

C.  Interaction  of  ANF  with  the  renin- 
angiotensin-aldosterone  system. 

Atrial  natriuretic  peptides  have  four  distinct  in- 
teractions with  the  renin-angiotensin-aldosterone 
system.  *"*  First,  ANF  causes  prompt  reduction  in 
renin  release.  Both  plasma  renin  activity  (PRA)  and 
renin  secretion  rate  are  reduced  by  ANF.  This  is 
probably  caused  by  an  increased  delivery  of  sodium 
to  the  macula  densa.  Second,  the  vasoconstrictor 
actions  of  Angiotensin  II  are  directly  opposed  by 
ANF.  Third,  ANF  directly  opposes  the  sodium  re- 
taining action  of  aldosterone  at  the  distal  tubule. 
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Fourth,  ANF  also  decreases  release  of  aldosterone, 
and  plasma  levels  of  aldosterone  are  signficantly 
reduced  during  ANF  infusion.  The  inhibition  of  al- 
dosterone secretion  appears  to  be  by  both  a direct 
and  indirect  mechanism.  Atrial  Natriuretic  Factor 
directly  inhibits  basal  production  of  aldosterone  by 
the  zona  glomerulosa  cells  as  well  as  inhibiting  an- 
giotensin stimulated  aldosterone  release.  Indirectly, 
aldosterone  is  further  suppressed  by  ANF  by  its 
inhibition  of  renin  release.  These  interactions  of 
ANF  with  the  renin-angiotensin-aldosterone  system 
may  or  may  not  be  involved  in  the  acute  natriuretic 
and  diuretic  actions  of  ANF;  however,  they  are 
probably  involved  in  the  long-term  control  of  blood 
volume  and  pressure. 

ni.  IMPORTANCE  OF  ANF  IN 
CARDIOVASCULAR  DISEASES. 

A.  Hypertension. 

The  actions  of  ANF  in  hypertensive  animal  models 
are  potentiated.  This  appears  to  depend  partly  on 
the  level  of  activity  of  the  renin-angiotensin  system. 
The  2-kidney,  1-clip  (2K-1C)  hypertensive  rat  model 
which  has  high  PRA  levels,  has  a greater  drop  in 
blood  pressure  to  ANF  infusion  than  the  one  kidney, 
one  clip  (IK- 1C)  hypertensive  rat  which  is  a normal 
renin  model.  This  response  was  increased  in  the 
IK- 1C  rats  when  the  animal  was  put  on  a low  salt 
diet  to  increase  renin  release.  In  this  study,  rats  with 
the  greatest  response  to  saralasin,  an  Angiotensin 
II  competitive  antagonist,  demonstrated  the  greatest 
response  to  ANF.*^ 

In  our  work  with  DOCA-salt  hypertensive  rats  in 
which  PRA  values  are  very  low,  but  with  increased 
kallikrein-kinin  activity,  the  response  to  ANF  was 
significantly  increased  from  control.  This  response 
was  further  potentiated  by  the  preinfusion  of  cap- 
topril.^®  Captopril  is  an  inhibitor  of  angiotensin  con- 
verting enzyme  and  blocks  the  breakdown  of  brady- 
kinin.  This  implies  that  the  important  system  in  the 
potentiation  of  ANF  in  hypertension  may  be  the 
kallikrein-kinin  system.  Recent  experiments  in  our 
laboratory  have  demonstrated  that  aprotinin,  a pro- 
tease inhibitor,  which  blocks  the  action  of  kalli- 
krein,  decreases  the  potentiation  of  ANF  seen  in  the 
DOC  A hypertensive  rat.  Also  infusion  of  bradyki- 
nin  into  normotensive  rats  increased  the  natriuretic 
actions  of  ANF.'* 

Studies  of  the  effects  of  ANF  in  hypertensive 
patients  have  been  reported  but  these  are  difficult 
to  interpret.  Additional  human  studies  are  needed 
to  determine  the  importance  of  ANF  in  human  hy- 
pertension. 


B.  Congestive  Heart  Failure. 

Atrial  natriuretic  factor  appears  to  play  a role  in 
congestive  heart  failure.  Burnett,  et  al.  examined 
the  plasma  levels  of  ANF  in  normal  individuals  and 
patients  with  cardiovascular  disease.'^  In  normal 
volunteers,  ANF  concentrations  ranged  from  31  to 
76  pg/ml  with  a mean  of  45  ±4  pg/ml.  In  their 
study,  group  2 represented  11  individuals  with  car- 
diovascular disease,  primarily  coronary  artery  dis- 
ease, but  with  normal  filling  pressures.  This  group 
had  a mean  circulating  level  of  ANF  of  52  ± 7 pg/ 
ml.  Six  patients  with  cardiovascular  disease  made 
up  a third  group  with  markedly  elevated  mean  car- 
diac filling  pressures  of  28  mmHg,  but  without 
congestive  heart  failure.  The  plasma  levels  of  ANF 
in  these  patients  were  significantly  elevated  (232  ± 
39  pg/ml).  Six  patients  with  cardiovascular  disease 
with  elevated  filling  pressures  (27  mmHg)  and 
congestive  heart  failure  comprised  the  fourth  group. 
This  group  showed  the  greatest  plasma  levels  of 
ANF  of  445  ±120  pg/ml.  The  importance  of  these 
studies  is  that  they  implicate  filling  pressure  of  the 
heart  as  a determinant  of  ANF  release.  In  congestive 
heart  failure  it  is  likely  that  the  elevated  levels  of 
ANF  may  be  a compensatory  response  to  the  in- 
creased sodium  retention  and  edema.  This  retention 
of  sodium  and  water  occurs  despite  the  large  in- 
crease in  ANF. 

rv.  CONCLUSION. 

The  physiological  role  of  ANF  in  the  control  of 
blood  volume  and  pressure  in  both  normal  and  path- 
ological states  is  a subject  of  current  interest.  The 
unprecedented  rapid  development  of  knowledge  of 
ANF  demonstrates  not  only  the  ability  of  current 
scientific  techniques  to  delineate  a new  hormonal 
system,  but  also  the  intense  interest  in  this  unique 
hormone.  There  are  still  many  unanswered  ques- 
tions as  to  the  function  of  ANF  and  its  mechanism 
of  action.  However,  futher  research  holds  promise 
for  better  understanding  and  treatment  of  diseases 
of  the  cardiovascular  system. 
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320  Seventh  Avenue,  SE 
Watertown,  SD  57201 

Phone:  (605)  886-8471 


Physicians  Needed 

Family  practice  and  internal  medicine  phy- 
sicians to  join  seven  doctor  family  practice 
clinic  in  Cloquet,  MN,  a community  of  12,000 
(30,000  service  area),  located  20  minutes 
from  Duluth-Superior.  Clinic  facility  is  lo- 
cated one  block  from  modern,  well  equipped 
77-bed  hospital.  Cloquet  enjoys  a stable 
economy  (forest  products).  Additionally,  our 
community  is  noted  for  its  excellent  school 
system.  First  year  salary  guarantee,  paid 
malpractice,  health  and  disability  insurance, 
vacation  and  study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


Family  Practice 
Physician  Needed 

Established  need  for  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
west Iowa.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  far  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO's  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (71 2)732-5030 
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There's  never  been 
a better  time  for  her. 
and 

PREMARIN® 

onjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthh^The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dLto  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREAAARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 

PREMARIN® 

(Conjugated  Estrogens) 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN^  Brand  ot  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA. 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year.  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade.  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4.5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated , the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration:  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses. 
2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  3(5%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects.  One  case  control  study  estimated 
a 4.7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters.  Tablets  are  available  in  0.3  mg,  0.625  mg.  0.9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mg  conjugated 
estrogens  per  gram, 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Mooerate-to-severe  vasomotor 
symptoms  associated  with  the  menopause,  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female 
castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  N()T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized . 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS.)  The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  tne  following  conditions:  1 . 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia  3.  Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4,  Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders. 
6,  A past  history  of  thromoophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estrogens  increase  tne  risk  of  carcinoma  of  the  endometrium  in  humans,  (See  Boxed  Warning.)  At  thepresent 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  Increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpanum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement.  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization.  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disoroers  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk.  ! 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases.  j 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed . Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete.  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b.  Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X:  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG:  free  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

f.  Reduced  response  to  metyrapone  test. 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration.  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk. 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption:  loss  of 
scalp  hair:  hirsutism:  steepening  of  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance:  aggrava- 
tion of  porphyria:  edema:  changes  in  libido. 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN: 

PREMARIN^  Brand  ot  conjugated  estrogens  tablets,  USP 

1 . Given  cyclically  for  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  ^mptoms , atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1.25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2.  Given  cyclically:  Female  castration.  Osteoporosis.  Female  castration— 1.25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Osteoporosis— 0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN’  Brand  of  conjugated  estrog^ens  Vaginal  Cream 

Given  cyclically  for  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals. 

Usual  dosage  range:  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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Potential  Risks  Associated  With 
Indoor  Tanning 

A summary  of  the  benign  and  malignant  adverse  effects  of 
ultraviolet  light. 

Lynn  L.  Skopec,  M.D.* 


ABSTRACT 

The  use  of  tanning  booths,  for  cosmetic  pur- 
poses, is  prevalent  in  the  United  States.  There  is 
some  confusion  among  the  general  population 
concerning  the  safety  of  these  units.  Most  of  the 
units  use  ultraviolet  A light  (320-400nm).  There 
have  been  many  studies  investigating  the  adverse 
effects  of  ultraviolet  A light.  The  acute  effects 
include  the  photosensitivity  reactions  and  the  ex- 

Man  has  used  the  sun  as  a religious  symbol 
of  strength,  authority  and  majesty  since  the 
beginning  of  human  history.  The  sun  god,  Apollo, 
was  the  spiritual  god  of  healing  and  Aesculapius, 
his  mortal  son,  was  the  first  physician.^  Humans 
have  associated  sunlight  with  well-being  for  years, 
so  it  is  no  surprise  that  the  idea  for  artificial  sunlight 
came  into  being.  In  the  1920’s  and  30’s  ultraviolet 
radiation  was  thought  to  be  efficacious  in  treating 
a range  of  diseases,  both  internal  and  external.^ 
Physicians  were  using  sunlight  to  treat  tuberculosis, 
colitis,  anemia,  asthma,  rheumatoid  arthritis,  herpes, 
amenorrhea,  otitis  media,  nasal  polyps,  dental  car- 
ies, and  many  more.^  In  the  1920’s  mass  irradiation 
of  children  for  rickets  and  tuberculosis  was  advo- 
cated and  put  into  broad  practice. ^ We  now  know 
that  artificial  ultraviolet  light  has  therapeutic  effects 
and  is  used  in  treating  conditions  such  as  psoriasis 
or  hyperbilirubinemia.  As  a natural  result  of  indis- 
criminate irradiation  in  the  1920’s  and  the  more 
recent  introduction  of  the  tanning  booths,  more  at- 
tention has  been  given  to  the  damaging  effect  of 
ultraviolet  light,  both  acute  and  chronic. 

There  is  a growing  interest  to  investigate  the  ad- 
verse effects  of  artificial  sunlight;  especially  ultra- 
violet A (UVA)  which,  incidentally,  is  the  wave- 
length used  in  most  suntan  salons.  UVA  is  known 
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acerbation  of  certain  dermatologic  conditions. 
Chronic  changes  of  UVA  include  multiple  benign 
changes  as  well  as  possibly  augmenting  the  can- 
cer-producing effects  of  ultraviolet  B rays  (290- 
320nm).  The  author  reviewed  the  recent  litera- 
ture and  gives  a summary  on  the  potential  risks 
of  indoor  tanning. 


as  long-wave  ultraviolet  light  and  has  a wavelength 
band  from  320-400nm.  Histologic  studies  demon- 
strate that  UVA  has  a relatively  greater  effect  on 
the  dermis  than  the  epidermis.”  Shorter  wave  ul- 
traviolet light,  or  UVB,  has  a wavelength  band  from 
290-320nm,  is  the  most  carcinogenic  and  has  its 
greatest  effect  in  the  epidermis.^-  ” Tanning  is  due 
to  two  basic  factors.  Immediate  pigment  darkening, 
known  as  the  Morosky  phenomenon,  is  due  to  ox- 
idation of  preformed  pigment.  It  is  not  permanent 
and  reverses  within  two  hours.  The  second  factor 
is  melanogenesis,  which  is  gradual  tanning  due  to 
formation  of  new  melanosomes  and  melanin.”  The 
health  hazards  of  tanning  include  both  acute  and 
chronic  effects.  Investigators  in  Scotland  and  the 
United  States  studied  the  effects  of  UVA  sunbed 
use  on  skin  color  and  protection  against  UVB  sun- 
burn.” They  both  found  that  the  protective  effect 
of  the  UVA  tan  was  unpredictable;  often  minimal. 
The  subjects  were  at  high  risk  for  suffering  severe 
sunburn  reactions  with  UV  exposure  later  on. The 
researchers  from  Scotland  also  studied  the  effect  of 
UVA  on  vitamin  D formation.  They  found  that  al- 
though there  was  a significant  rise  in  25 -hydroxy- 
vitamin  D levels,  there  was  no  significant  change 
seen  in  serum  calcium  levels  before  and  after  ex- 
posure to  sunbed  radiation. 

Among  the  potential  acute  effects  of  UVA  ex- 
posure are  the  photosensitization  reactions,  listed  in 
Table  I.”  Additionally,  it  is  necessary  to  be  aware 
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of  conditions  exacerbated  by  UVA  exposure,  see 
Table  II. Many  of  the  benign  skin  changes  as- 
sociated with  chronic  sunlight  exposure  are  also 
noted  with  artificial  sunlight.  Benign  changes  are 
primarily  disorders  of  pigmentation,  vasculature, 
collagen,  elastic  tissue  and  hair.'®  See  Table 
III  18. 19  Qf  these  changes  can  be  explained  by 
elastic  fiber  damage  demonstrated  by  long-term  ex- 
posure to  UVA  light. These  elastic  changes  present 
on  the  skin  as  wrinkling.  The  importance  to  people 
using  tanning  booths  now  is  that  these  changes  may 
not  be  manifested  until  years  later. 


TABLE  I 

AGENTS  THAT  MAY  CAUSE 
PHOTOSENSITIVITY  REACTIONS  TO 
ULTRAVIOLET  A 


Antimicrobials/  Antifungals 
Sulfonamides 
Naladixic  acid 
Griseofulvin 
Tetracyclines 
Soaps  and  deodorants 
with  antibacterial 
agents 

Phenothiazines/Anticonvul- 

sants 

Chlorpromazine 

Thioridazine 

Promethazine 

Carbamazepine 

Diuretics 

Thiazides 

Furosemide 

Chlorthalidone 

Dyes 

Cosmetic  ingredients 
Occupational  exposure 


Fragrances 

Oil  of  Bergamet 
Ethereal  oils 
Lemon 
Lime 

Sandalwood  oil 

Oral  Hypoglycemic  Agents 
Sulfonylureas 

Antihistamines 

Diphenhydramine 

Chlorpheniramine 

Furocoumarins 

Psoralen 

5-Methoxypsoralen 

8-Methoxypsoralen 

Nonsteroidal  Anti-inflam- 
matory Drugs 
Piroxicam 


TABLE  II 

CONDITIONS  EXACERBATED  BY 
UVA  EXPOSURE 

Lupus  Erythematosis 
Porphyria  cutanea  tarda 
Melasma 

Xeroderma  pigmentosum 

Albinism 

Vitiligo 

Solar  urticaria 
Polymorphous  light  eruption 
Actinic  prurigo 


One  of  the  most  frequently  asked  questions  about 
artificial  sunlight,  especially  UVA,  is  the  role  it 
plays  in  skin  cancer  induction.  A study  by  Kripki 
evaluated  the  effect  of  ultraviolet  light  on  the  im- 
mune system,  and  found  that  the  primary  alteration 
occurs  as  an  induction  of  suppressor  lymphocytes.'® 
This  inhibits  immune  surveillance  and  prevents  an 
effective  immune  response.^  Also,  the  UV  light  pro- 
duces an  alteration  in  the  dermal  collagen  and  elastic 


TABLE  HI 

BENIGN  CHANGES  IN  SKIN  DUE  TO  SUNLIGHT 

Wrinkles 

Atrophy 

Cutis  rhomboidalis  nuchae 

Yellow  papules  and  plaques  of  the  face 

Colloid  millium 

Telangiectasias 

Diffuse  erythema 

Diffuse  brown  pigmentation 

Ecchymoses 

Freckles 

Actinic  lentigo 

Nevi 

Favre-Racouchot  syndrome 
Poikiloderma  of  civatte 
Actinic  cheilitis 


tissue,  forming  free  radicals  within  the  skin  and 
decreases  DNA  and  RNA  protein  synthesis. Stud- 
ies so  far  show  that  UVA  alone  is  a poor  carcinogen, 
but  it  may  augment  the  carcinogenic  potential  of 
UVB.^’  '4  Staberg  and  co-workers  found  that  the 
incidence  of  skin  tumors  in  hairless  mice,  pre-ir- 
radiated  with  a combination  of  UVB  and  UVA, 
increased  with  duration  and  hence,  total  UVA  ex- 
posure.^’ ® These  data  support  UVA  as  a co-car- 
cinogen and  since  the  doses  were  suberythrogenic, 
indicate  that  erythema  isn’t  necessary  for  the  co- 
carcinogenic  effect.^-  ® It  has  also  been  shown  that 
the  combination  of  UVA  and  oral  methoxsalen 
(PUVA)  significantly  increases  the  risk  of  squamous 
cell  carcinomas  but  only  slightly  increases  the  risk 
of  basal  cell  carcinomas.'^’ 

There  have  been  a few  case  reports  raising  the 
question  of  a link  between  malignant  melanoma  and 
exposure  to  ultraviolet  light. '^’  A survey  of  304 
patients  with  malignant  melanoma  in  London  re- 
vealed that  nine  individuals  gave  a history  of  using 
UV  light  for  tanning.'^  A study  of  cutaneous  mel- 
anoma in  relation  to  intermittent  and  constant  sun 
exposure  suggested  that  short  term  exposure  to  un- 
usually intense  sunlight  increase  the  risk  of  mela- 
noma, while  long-term  constant  exposure  has  no 
effect  or  may  decrease  the  risk.^'  These  results  are 
cause  for  concern  in  the  clients  who  use  UV  light 
for  tanning  because  of  the  short-term  high  energy 
exposure.'® 

There  is  growing  concern  among  physicians  about 
the  misinformed  patients  who  think  that  artificial 
tanning  with  UVA  light  is  safe.'®  Maintaining  a tan 
must  be  considered  a way  to  maintain  cell  damage. '® 
UVA  can  also  cause  lenticular  damage  and  must 
also  be  considered  a potential  cause  of  cataracts.'® 
It  has  been  calculated  that  the  energy  from  UV  ra- 
diation is  approximately  25  times  as  powerful  as 
the  sun  at  30°  North  latitude,  which  suggests  that 
exposure  to  rays  in  suntanning  booths  are  more  car- 
cinogenic than  equal  amounts  of  sunlight.'® 
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The  American  Academy  of  Dermatology  has  put 
I out  bulletins  on  the  dangers  of  tanning  booths.  The 
i tanning  centers  were  introduced  in  the  United  States 
i in  1978  and  dermatologists  have  been  concerned 
! about  the  increasing  use  of  these  booths  for  cosmetic 
j purposes.^  The  Task  Force  on  Photobiology  of  the 
F American  Academy  of  Dermatology  takes  the  po- 
sition that  the  concept  of  suntanning  for  cosmetic 
i purposes,  even  UVA  rays,  is  potentially  hazard- 
ous.^® See  Table  IV. They  found  that  some  of  the 


TABLE  IV 

SUMMARY  TO  ADVERSE  EFFECTS  OF  UVA 

1.  Damage  to  the  unprotected  lens  of  the  eye,  resulting 
in  cataracts. 

2.  Contribute  to  the  development  of  skin  cancer  in  lab- 
oratory animals. 

3.  Exaggerate  a sunburn  caused  by  UVB  and  cause  ad- 
ditional skin  cell  injury. 

4.  Augment  the  cancer-producing  effects  of  UVB  rays. 
Many  UVA  booths  also  emit  some  level  of  UVB  ra- 
diation. 

5.  Cause  abnormal  skin  sensitivity  in  persons  using  cer- 
tain drugs,  perfumes  or  lotions.  May  cause  allergic 
reactions. 

6.  Cause  changes  in  the  blood  vessels  in  the  skin,  wrin- 
kling, and  changes  in  pigmentation. 

7.  Can  cause  injury  to  certain  circulatory  cells  imme- 
diately after  exposure. 


advertising  claims  were  misleading.  There  is  no  sci- 
entifically acceptable  evidence  that  UVA  radiation 
stimulates  metabolism,  increases  oxygen  uptake  by 
the  blood,  increases  resistance  to  infection,  or  cures 
acne.i®  Until  additional  scientific  information  is 
available,  such  treatments  should  not  be  undertaken 
without  full  understanding  of  the  possible  risks  in- 
volved. These  risks  may  outweigh  any  benefits  to 
be  derived  from  these  exposures.*®  It  is  the  respon- 
sibility of  physicians  to  provide  their  patients  with 
information  about  the  risks  of  artificial  tanning  de- 
vices and  discourage  the  use  of  these  units.*'* 
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You  wouldn’t  know  it  to 
look  at  him.  But  he  has  an 
investment  plan  that’s 
working,  even  though  he’s 
not. 

From  Elm  Street  to  Wall 
Street,  people  all  over 
America  are  discovering 
that  U.S.  Savings  Bonds  have  changed.  And 
they’re  now  the  Great  American  Investment. 

It’s  easy  to  see  why.  When  held  for  five  years  or 
more.  Bonds  pay  competitive  rates,  like  money  . 
market  accounts.  So  you  make  the  most  of  your  ^ 
money,  without  having  to  work  at  it. 


Plus,  Bonds  are  free  from 
state  and  local  income  tax. 
What’s  more,  they’re  easy 
to  buy.  You  can  purchase 
Bonds  at  most  banks  or 
through  payroll  savings  at 
work. 

Whether  you’re  investing 
$25  or  $5,000,  buying  U.S.  Savings  Bonds  today 
is  one  of  the  smartest  moves  you  can  make. 
Now  that  Bonds  pay  a competitive- return,  it’s 
easy  to  become  a Great  American  Investor. 
Find  out  more,  call  anytime  1-800-US-BONDS. 
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Bonds  held  less  than  five  years  earn  a lower  rate. 
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Decreased  mucosal 
resistance  may  be  the 
major  factor  in  ulcer  formatio 
for  patients  over  age  55! 


Logical  therapy 
for  the  duodenal 
ulcer  patient 
over  55 


• Studies  suggest  that  only  about  30% 
of  ulcer  patients  over  55  have  hyper- 
secretion of  acid-pepsin;  there  is  actu- 
ally a tendency  towards  lower  acid 
secretion  with  advancing  age?' 

A safe,  nonsystemic  alternative: 
Carafate® 

• CARAFATE®  (sucralfate)  offers 
antiulcer  efficacy  comparable  to  H2 
antagonists  without  systemic  side 
effects  or  potential  for  systemic 
drug  interactions. 

• Carafate  works  nonsystemically  to 
enhance  the  body's  own  ulcer-healing 
ability,  strengthening  damaged  mucosa 
as  it  protects  the  tissue  from  further  injury 

• Many  elderly  patients  take  a variety  of 
concomitant  drugs  for  different  con- 
ditions, which  could  lead  to  drug  inter- 
actions if  a systemic  agent  were  used. 


Gastric  secretion  and  age^ 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 


( ARAFATE* 

sucralfate/Marion 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simulta- 
neous administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine 
will  result  in  a statistically  significant  reduction  in  the  bioavailability  of 
these  agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  pre- 
sumably resulting  from  these  agents  being  bound  by  CARAFATE  in  the 
gastrointestinal  tract.  The  bioavailability  of  these  agents  may  be  restored 
simply  by  separating  the  administration  of  these  agents  from  that  of 
CARAFATE  by  two  hours.  The  clinical  significance  of  these  animal  studies 
is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to 
1 gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses 
up  to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility 
impairment.  Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human 
dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate. 
There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely 
led  to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and 
vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four 
times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100 
and  in  Unit  Dose  Identification  Paks  of  1 00.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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AM  A Physicians’  Recognition 
Award  Recipients 

Congratulations  to  the  members  of  the  South  Da- 
kota State  Medical  Association  who  have  earned  the 
AM  A Physicians’  Recognition  Award  in  Novem- 
ber, December  1986  and  January  1987. 


November  1986 


Edward  P.  D’ Souza 

Aberdeen 

Wayne  E.  Frazier 

Hot  Springs 

Craig  K.  Hansen 

Rapid  City 

George  A.  Richards 

Sioux  Falls 

December  1986 

Robert  M.  Hoover 

Sisseton 

Susan  A.  Ostrowski 

Eureka 

January  1987 

Edward  T.  Zawada 

Sioux  Falls 

There  is  never  time  to  do  it  right 
But  there  is  always  time  to  do  it  again 


Wyeth  Jerry  Maginn 


Auxiliary  News 


The  South  Dakota  Medical  Auxiliary  hosted 
a legislators’  dinner  in  Pierre,  January  26. 
The  event  was  rated  a success  if  number  of  guests 
were  an  indicator.  Included  in  the  eighty-eight  count 
were  legislators,  members  of  the  medical  associa- 
tion, physician  spouses,  and  sixteen  medical  stu- 
dents from  the  University  of  South  Dakota  Medical 
School.  Led  by  Joe  Villa,  class  president,  these 
students  were  an  impressive  example  of  tomorrow’s 
physicians. 

The  primary  legislative  goals  of  the  Auxiliary  for 
this  year  are  three-fold:  to  encourage  legislation 
concerning  smoking,  use  of  seat  belts,  and  adequate 
funding  of  our  state  medical  school.  The  presence 
of  the  body  of  medical  students  made  a positive 
impact  on  the  legislators  present  in  regard  to  funding 
the  medical  school.  One  of  our  state  senators  was 
overheard  commenting,  “meeting  these  students 
helps  me  to  feel  better  about  all  that  money  for  the 
medical  school.” 

Last  year  the  state  funding  was  less  than  re- 
quested, and  in  January,  Dr.  Talley’s  first  duty  as 
the  acting  dean  was  to  reduce  the  budget  by  2%. 
Burdened  with  economic  concerns  throughout  the 
state,  the  legislators  were  faced  with  a decision- 
making dilemma.  Should  they  spend  the  taxpayers 
depleted  revenues  for  medical  school  funding?  What 
is  the  rate  of  return  for  this  investment?  While  small 
farms  are  failing,  increasing  numbers  are  filing 
bankruptcy,  and  small  towns  are  dying,  how  will 
the  people  of  South  Dakota  be  affected  by  the  con- 
tinued financial  support  of  a four-year  medical 
school?  An  additional  negative  pressure  were  the 
voices  of  physicians  who  feel  there  is  a “glut”  of 
M.D.’s  in  the  country.  They  have  expressed  the 
desire  to  control  the  output  in  South  Dakota  by 
closing  the  school.  Quality  of  the  product  is  a con- 
cern for  many.  How  do  our  graduates  compare  and 
compete  nationally? 

When  I posed  these  questions  to  Dr.  Quinn,  for- 
mer Dean,  his  response  was  an  overwhelming  ar- 
gument in  support  of  the  school.  “Our  students  have 
done  exceptionally  well  and  the  majority  feel  that 
they  are  as  well  trained,  or  better  trained,  than  their 
peers  as  they  enter  residency  programs.  This  year, 
70%  of  our  students  received  their  first  choice  of 
residency  selections,  which  is  great.  The  national 
average  is  approximately  50%.  Our  students  start 
out  at  the  30th  percentile  nationwide  and  when  they 
take  Part  III  of  their  national  boards,  they  are  in  the 
60th  percentile  nationwide.  The  University  of  South 
Dakota  School  of  Medicine  is  fully  accredited  and 
has  been  for  the  past  ten  years,  and  has  brought  33 
new  specialties  and  sub-specialties  to  the  State  of 


South  Dakota.  Our  statistics  show  that  for  every 
dollar  the  State  of  South  Dakota  spends  on  the  med- 
ical school,  they  receive  2.5  dollars  in  return.  The 
State  of  Wyoming  spends  more  money  on  medical 
education  than  does  the  State  of  South  Dakota  and 
all  of  the  money  is  spent  outside  of  Wyoming.” 

South  Dakotans  can  be  proud,  indeed,  of  the  ac- 
complishments of  our  medical  school.  Much  credit 
goes  to  Dean  Robert  Quinn,  M.D.  and  other  leaders 
who  have  taken  the  school  from  its  origins  as  an 
idea  to  its  successful  maturity. 

How  can  we  possibly  consider  abandoning,  or 
even  reducing  support,  and  return  to  the  era  of  health 
dependency?  Unfortunately,  physicians  from  other 
parts  of  America  view  South  Dakota  as  a last  resort 
in  which  to  begin  a medical  practice.  As  Mr.  Er- 
ickson, former  director  of  the  South  Dakota  Medical 
Association,  told  my  husband  and  me  twenty  years 
ago  when  we  were  considering  moving  here,  “You 
have  to  live  in  South  Dakota  to  appreciate  it.”  We 
must  depend  upon  our  graduates,  primarily,  to  re- 
place the  older  physicians  in  our  small  towns. 

We,  the  Auxiliary,  feel  we  are  past  the  stage  of 
questioning  support.  We  have  entered  a stage  of 
maturity  which  demands  higher  aspirations.  At  this 
level,  the  return  on  investment  and  the  physician/ 
patient  ratio  are  not  the  only  factors  of  considera- 
tion. Additionally  the  scores  on  national  boards  and 
the  placement  in  residency  choices  are  not  the  only 
index  of  quality.  At  a time  of  rights  versus  rights 
and  ethics  versus  ethics,  our  medical  students  must 
be  taught  also  to  think  and  form  moral  and  ethical 
judgments.  In  health  care  in  America,  we  have  an 
enormous  number  of  agonizing  choices,  ranging 
from  the  basic  ground  rules  of  the  doctor-patient 
relationship  to  preserving  the  quality  of  life.  L.B.J. 
is  quoted  as  saying,  “We’ve  come  by  our  miracles 
easier  than  we  came  by  our  ability  to  manage  them.  ” 

Let  us  stop  wasting  our  efforts  debating  “to  be 
or  not  to  be”  and  investigate  ways  to  educate  our 
students  to  compete  in  the  world  as  well  as  the  state 
and  become  as  timeless,  as  proud,  and  as  recognized 
as  Mount  Rushmore.  ■ 


/^Tuttc 

Annette  Shoushu,  President 
South  Dakota  State  Medical 
Association  Auxiliary 
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Future  Meetings 


April 

The  Disturbed  Adolescent  in  Hospital  and  Residential 
Treatment,  Seeley  Conf.  Ctr.,  Menninger  Found.,  Topeka, 
KS,  Apr.  1-2.  Fee;  $165.  15  hrs.  AMA  Category  I credit. 
Contact;  Jane  Bolte,  Conf.  Cood.,  Div.  of  CME,  The  Men- 
ninger Foundation,  Box  829,  Topeka,  KS  66601.  Phone; 
(913)  273-7500,  ext  5992. 

PSEF/AAHS  Approaches  to  Common  Hand  Problems,  Hyatt 
Regency,  Grand  Cayman  Island,  Apr.  1-5.  Fee;  $575.  21 
hrs.  AMA  Category  I & ASPRS  credit.  Contact;  PSEF,  233 
N.  Michigan  Ave.,  #1900,  Chicago,  IL  60601.  Phone;  (312) 
856-1818. 


Eating  Disorders,  Earle  Brown  Center,  U.  of  Minn.,  St.  Paul, 
MN,  Apr.  9-10.  Contact;  CME,  U.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone;  (612)  626-5525. 

ENT  Update  Workshop  for  Family  Physicians,  St.  Joseph’s 
Hosp.,  St.  Paul,  MN,  Apr.  10.  Fee;  $100.  7 hrs.  AAFP  & 
AMA  Category  I credit.  Contact;  Ruth  McIntyre,  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone;  (612)  221-3992. 

South  Dakota’s  Second  Annual  Rural  Health  Conference, 

Sheraton  Hotel,  Aberdeen,  SD,  Apr.  10-11.  Contact;  Lynne 
Post,  SD  Dept,  of  Health,  523  E.  Capitol,  Pierre,  SD  57501. 
Phone;  (605)  773-3361. 


Family  Practice  Review  — A Comprehensive  Update,  U. 

of  Neb.  Medical  Ctr.,  Omaha,  NE,  April  17-May  8.  Fee; 
$850.  100  hrs.  AAFP  & AMA  Category  I credit.  Contact; 
Marge  Adey,  Ctr.  for  Cont.  Ed.,  U.  of  Neb.  Med.  Ctr., 
42nd  & Dewey  Ave.,  Omaha,  NE  68105.  Phone;  (402)  559- 
4152. 


Stepfamilies:  A Clinical  Perspective,  Seeley  Conf.  Ctr. , Men- 
ninger Found.,  Topeka,  KS,  Apr.  23-24.  Fee;  $120.  9 hrs. 
AMA  Category  I credit.  Contact;  Jayne  Roberts,  Conf.  Cood., 
Div.  CME,  The  Menninger  Found.,  Box  829,  Topeka,  KS 
66601.  Phone;  (913)  273-7500,  ext.  5992. 

Today’s  Youth,  Tomorrow’s  Future,  Marriott  Hotel,  Salt 
Lake,  UT,  Apr.  23-24.  Fee;  $60.  CME  credit  available. 
Contact;  Valerie  Velez,  Assoc,  for  Utah  Community  Health, 
764  South,  200  West,  Salt  Lake  City,  UT  84101.  Phone; 
(801)  359-2444. 

37th  Annual  Anesthesiology  Symposium,  Crown  Ctr.  Hotel, 
Kansas  City,  MO,  Apr.  24-26.  AMA  & AAFP  credit  avail- 
able. Contact;  Eileen  Buttron,  U.  of  Kans.  Med.  Ctr.,  Off. 
of  CME,  39th  & Rainbow  Blvd.,  Kansas  City,  KS  66103. 
Phone;  (913)  588-4494. 

Anticoagulant  and  Antithrombotic  Therapy:  State  of  the 
Art,  Alameda  Plaza  Hotel,  Kansas  City,  KS,  Apr.  25.  AMA 
& AAFP  credit  available.  Contact;  Eileen  Buttron,  U.  of 
Kans.  Med.  Ctr.,  Off.  of  CME,  39th  & Rainbow  Blvd., 
Kansas  City,  KS  66103.  Phone;  (913)  588-4480. 

DNA  Probes  in  the  Practice  of  Medicine,  Hyatt  Regency, 
Washington,  DC,  April  25-26.  Contact;  R.  Mark  Evans, 
Ph.D.,  Off.  of  Biotech.,  AMA,  535  N.  Dearborn,  Chicago, 
IL  60610.  Phone;  (312)  645-4567. 


Alzheimer  Patients:  Toward  a Standard  of  Care,  Radisson 
Hotel,  St.  Paul,  MN,  Apr.  29-30.  Contact;  Lynne  Olson, 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 

Twelfth  Annual  Family  Practice  Symposium,  Crown  Ctr. 
Hotel,  Kansas  City,  MO,  Apr.  29-30.  AMA  & AAFP  credit 
available.  Contact;  Eileen  Buttron,  U.  of  Kans.  Med.  Ctr., 
Off.  of  CME,  39th  & Rainbow  Blvd.,  Kansas  City,  KS 
66103.  Phone;  (913)  588-4494. 


May 

Thirty-first  Annual  Infectious  Diseases  Symposium,  Crown 
Ctr.  Hotel,  Kansas  City,  MO,  May  1.  AMA  & AAFP  credit 
available.  Contact;  Eileen  Buttron,  U.  of  Kans.  Med.  Ctr., 
Off.  of  CME,  39th  & Rainbow  Blvd.,  Kansas  City,  KS 
66103.  Phone;  (913)  588-4494. 

Doppler-2-D  Echocardiography,  Newport  Beach,  CA,  May 
2-9.  Fee;  $895.  40  hrs.  AMA  Category  I credit.  Contact; 
Lisa  Krehbiel,  Instit.  for  Med.  Studies,  30131  Town  Center 
Dr.,  Ste.  215,  Laguna  Niguel,  CA  92677.  Phone;  (714)  495- 
4499. 

National  Rural  Health  Care  Association  1987  National  Con- 
ference, Opryland  Hotel,  Nashville,  TN,  May  6-9.  Contact; 
National  Rural  Health  Care  Assn.,  301  E.  Armour  Blvd., 
#420,  Kansas  City,  MO  64111. 

Human  Aging  X:  Assessment  and  Transitional  Care  of  the 
Elderly,  Mayo  Mem.  Aud.,  U.  of  Minn.,  Minneapolis,  MN, 
May  13-14.  Contact;  Lynne  Olson,  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone;  (612)  626-5525. 

The  Complicated  Diabetic,  Radisson  Univ.  Hotel,  Minne- 
apolis, MN,  May  15-16.  Contact;  Lynne  Olson,  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone;  (612)  626-5525. 


June 

Laser  Surgery  in  Obstetrics  and  Gynecology,  Radisson  Univ. 
Hotel,  Minneapolis,  MN,  June  1-3.  Contact;  Lynne  Olson, 
CME,  Univ.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 

The  Tenth  Annual  Black  Hills  Seminar  on  Advances  in 
Clinical  Pediatrics,  Sylvan  Lake  Resort,  Custer,  SD,  June 
17-19.  Contact;  Lawrence  Wellman,  M.D.,  CME  Prog. 
Cood.,  USD  School  of  Med.,  P.  O.  Box  5039,  Sioux  Falls, 
SD  57117-5039.  Phone;  (605)  333-7178. 

51st  Annual  Surgery  Course:  Progress  in  Vascular  Surgery, 

Willey  Hall,  Univ.  of  Minn.,  Minneapolis,  MN,  June  17- 
19.  Contact;  Lynne  Olson,  CME,  Univ.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone;  (612)  626-5525. 

American  Cancer  Society  Second  National  Conference  on 
Cancer  Prevention  and  Detection,  Westin  Hotel,  Seattle, 
WA,  June  25-27.  Fee;  $250.  15  hrs.  AMA  Category  I credit, 
15.5  hrs.  AAFP  credit.  Contact;  American  Cancer  Society, 
90  Park  Avenue,  New  York,  NY  10016.  Phone;  (212)  736- 
3030.  ■ 
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SOUTH  DAKOTA 


CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 


References: 

1.  Silvis  SE,  Griffin  J,  Hardin  R,  et  al:  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer.  J din 
Gastroenterol  1985;7(6).482-487. 

2.  Gough  KR.Korman  MG,  Bardhan  KD,  etal:  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse:  A double- 
blind, randomised,  multicentre,  comparative  trial.  Lancet 
1984;ii:659-662. 

3.  Data  available  on  request,  Glaxo  Inc. 

ZANTAC'  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC'  3001ablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC'  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol- 
linger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIDNS:  ZANTAC’  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIDNS:  Symptomatic  response  to  ZANTAC'  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  In  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION).  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix’  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIDNS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC’  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting, and  abdominal  discomfdrt/pain  have  been 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
is  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  every  24  hours.  Should  the  patient’s  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300”  on  one  side  and  “Glaxo”  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTAC 
150”  on  one  side  and  “Glaxo”  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15°  and  30°C  (59°  and  86°F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  October  1986 
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Decreased  mucosal 
resistance  may  be  the 
major  factor  in  ulcer  formatio 
for  patients  over  age  55! 


Logical 
for  the  duodenal 
ulcer  patient 
over  55 


• Studies  suggest  that  only  about  30% 
of  ulcer  patients  over  55  have  hyper- 
secretion of  acid-pepsin;  there  is  actu- 
ally a tendency  towards  lower  acid 
secretion  with  advancing  age?' 

A safe,  nonsystemic  alternative: 
Carafate® 

• CARAFATE®  (sucralfate)  offers 
antiulcer  efficacy  comparable  to  H2 
antagonists  without  systemic  side 
effects  or  potential  for  systemic 
drug  interactions. 

• Carafate  works  nonsystemically  to 
enhance  the  body's  own  ulcer-healing 
ability  strengthening  damaged  mucosa 
as  it  protects  the  tissue  from  further  injury. 

• Many  elderly  patients  take  a variety  of 
concomitant  drugs  for  different  con- 
ditions, which  could  lead  to  drug  inter- 
actions if  a systemic  agent  were  used. 


Gastric  secretion  and  age^ 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 


( ARAFATE’ 

sucralfate/Marion 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simulta- 
neous administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine 
will  result  in  a statistically  significant  reduction  in  the  bioavailability  of 
these  agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  pre- 
sumably resulting  from  these  agents  being  bound  by  CARAFATE  in  the 
gastrointestinal  tract.  The  bioavailability  of  these  agents  may  be  restored 
simply  by  separating  the  administration  of  these  agents  from  that  of 
CARAFATE  by  two  hours.  The  clinical  significance  of  these  animal  studies 
is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to 
1 gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses 
up  to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility 
impairment  Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human 
dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate. 
There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely 
led  to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and 
vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four 
times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100 
and  in  Unit  Dose  Identification  Paks  of  1 00.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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ders in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  1984,  pp  62-69. 


Another  patient  benefit  product  from 
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LABORATORIES.  INC 
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Internist 

Wanted  immediately  to  join  mul- 
tipractice group  in  the  lake  region 
of  South  Dakota.  First  year  salary 
guarantee  with  excellent  fringe 
benefits.  Please  reply  with  CV  to: 

Joel  Frey,  Administrator 
Bartron  Clinic,  P.C. 

320  Seventh  Avenue,  SE 
Watertown,  SD  57201 

Phone:  (605)  886-8471 


Physicians  Needed 

Huron  Clinic  Foundation,  a multispe- 
cialty group  serving  a trade  area  of  ap- 
proximately 50,000,  has  a practice  sit- 
uation where  several  members  of  the 
staff  are  near  retirement  and  a ready 
practice  would  be  available.  A new 
member  can  start  with  no  cash  invest- 
ment and  receive  a large  number  of 
benefits  including  malpractice  insur- 
ance and  pension  plan.  The  clinic  is 
currently  pressed  for  a family  practice 
or  internal  medicine  physician.  You  may 
contact  any  of  the  staff  members  of 
clinic  manager  at: 

Huron  Clinic 
P.  O.  Box  822 
Huron,  SD  57350 
(605)  352-8691 


C.  O.  B. 

COORDINATION  OF  BENEFITS 


Double  payment  of  medical  claims  can  cost  thousands  of 
dollars  each  year.  With  the  increasing  number  of  working 
couples  there  is  a chance  they  are  covered  by  each  other's 
group  policy.  Often  neither  health  carrier  is  aware  of  the 
other,  which  results  in  double  payment  of  claims. 

By  screening  incoming  claims,  contacting  physician 
offices  and  corresponding  with  our  subscribers,  we  can  find 
out  if  an  individual  is  covered  by  more  than  one  group 
policy.  Blue  Shield  works  with  health  carriers  across  the 
country  to  coordinate  health  coverage  benefits  and  make 
sure  claims  are  divided  fairly  between  us,  but  only  paid  once. 

C.O.B.  insures  that  the  third  party  payment  does  not  ex- 
ceed the  physician's  total  charge  and  prevents  the  subscriber 
from  making  a profit  on  medical  services.  With  the  coopera- 
tion of  South  Dakota  physicians,  our  Coordination  of  Ben- 
efits program  reduced  multiple  payments  in  1986  by 
$1,427,780. 

C.O.  B.,  it's  one  of  the  cost  containment  methods  we  use  to 
hold  down  premiums  and  that  benefits  all  of  us. 


South  Dakota  Blue  Shield 

1601  West  Madison  Street  • Sioux  Falls,  South  Dakota  57104  • (605)  336-1976 
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EDU€AT10]\  TAKES 

MONEY 

— Lots  and  Lots  of 
Money — 


The  primary  purpose  of  the  South  Dakota 
Medical  School  Endowment  Association  is  to 
make  low  interest  (6%)  loans  to  medical  stu- 
dents who  are  attending  the  University  of  South 
Dakota  School  of  Medicine. 


WE  ]%EED  YOER  HELP 


All  contributions*  are  used  to  provide  loans  to 
South  Dakota’s  medical  students. 

Please  send  your  contributions  to; 

South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


* Tax  deductible 
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lb  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  tried... 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  rccdly. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 


may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

‘After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


H UNUt-UAILY  m 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 
INDERAL-  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established.  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use, 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable,  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity. 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain. 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established.  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  In 
conditions  In  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient.  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital. 

For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect pf  sympathetic  activity  on  conduction.  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITF10UT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and.^or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


ONCE-DAILY 

80  mg  120  mg  160  mg 

Inderal  LA 

Q Q* 

(PROPRANOLOL  HOI) 

LONG  ACTING  CAPSULES 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 
MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  Insulin 

THYROTOXK30SIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  General:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase, 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  m animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers.  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  bradycardia;  congestive  heart  fai'ure;  intensification  of  AV  block;  hypoten- 
sion; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the 

Raynaud  type. 

Central  Nervous  System:  lightheadedness; 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reve'sible  mental 
depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsycho- 
metrics. 

Gastrointestinal:  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress. 

Respiratory:  bronchospasm. 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported. 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivas  rejoorted  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol, 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval, 
HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved. 
The  usual  maintenance  dosage  is  1 20  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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Recurrent  Intrahepatic  Cholestasis  of 
Pregnancy 


A case  of  intrahepatic  cholestasis  of  pregnancy  is  presented  to  illustrate  a relatively 
uncommon  and  poorly  understood  syndrome. 

Robert  L.  Holland,  M.D.,  Ph.D.* 


ABSTRACT 

Intrahepatic  cholestasis  of  pregnancy  (ICP)  is 
an  incompletely  understood  syndrome  mani> 
tested  by  generalized  pruritis  with  or  without 
jaundice  appearing  after  the  nineteenth  week  and 
disappearing  within  a few  hours  to  days  post 
partum.  ICP  appears  to  be  related  to  altered 
estrogen  metabolism  causing  changes  in  the  liver 
canaliculi.  In  ICP  serum  bile  acids  are  increased 


INTRODUCTION 

Recurrent  intrahepatic  cholestasis  of  preg- 
nancy is  a relatively  uncommon  condition 
manifested  by  a generalized  pruritis  with  or  without 
jaundice  which  appears  primarily  in  the  third  trimes- 
ter (after  the  nineteenth  week)  of  pregnancy  and 
disappears  within  a few  hours  to  days  post  partum. 
Usually  the  pruritis  is  gone  in  48  hours  and  the 
abnormal  liver  function  test  return  to  normal  by  four 
weeks.  Normally  there  is  an  absence  of  biliary  colic 
pain  associated  with  the  pruritis  and  the  absence  of 
spontaneous  jaundice  or  generalized  pruritis  be- 
tween pregnancies.  Finally,  all  of  these  changes 
must  be  noted  in  the  absence  of  chronic  liver  dis- 
ease. There  may  be  a family  history  of  similar  prob- 
lems (about  36%)  and  familial  studies  have  sug- 
gested it  may  be  inherited  as  an  autosomal  dominant 
(Holzbach,  1982).  The  problem  is  frequently  re- 
current (45%).  Certain  ethnic  groups  are  more  often 
affected  including  Swedes  (Haemmali,  1966)  and 
Araucanian  Indians  of  Chile  (Reyes  et  al,  1978). 

CLINICAL  FINDINGS 

The  clinical  picture  in  Intrahepatic  Cholestasis  of 

* Department  of  Obstetrics  and  Gynecology,  USD  School  of 
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by  10-100  times  with  cholic  acid  being  the  first 
indicator  of  the  disease.  Cholic  acid/chenode- 
oxycholic  acid  ratio  is  >1  and  often  2-3  in  severe 
cases.  Transaminases  are  also  released  but  later 
than  the  primary  bile  acids  in  ICP.  A repre- 
sentative case  is  presented  to  illustrate  the  clin- 
ical picture. 


Pregnancy  (ICP)  is  easily  recognized.  The  present- 
ing complaint  is  usually  itching,  which  may  be  se- 
vere. These  women  are  usually  otherwise  clinically 
well,  without  significant  other  symptoms.  Rarely 
jaundice  may  be  observed,  occurring  usually  in  the 
late  third  trimester.  The  differential  diagnosis  in- 
cludes other  pregnancy-associated  liver  diseases  in- 
cluding hepatic  toxicity  and  acute  fatty  liver,  as  well 
as  cholelithiasis  and  viral  hepatitis.  An  ultrasound 
of  the  gallbladder  will  exclude  gall  stones  and  the 
serum  SCOT  not  excessively  high  will  help  elimi- 
nate hepatitis.  The  other  entities  often  show  signs 
of  toxemia,  increased  blood  pressure,  edema  and 
occasionally  RUQ  tenderness.  In  acute  fatty  liver 
the  patient  is  often  toxic  and  critically  ill  with  as- 
cites, asterixis  and  jaundice. 

CASE  PRESENTATION 

This  patient  was  a 21  year  old  married  white 
female,  gravida  2 para  0101  whose  LNMP  was  2/ 
26/84  with  an  EDC  of  1 1/30/84  who  was  at  31  5/7 
weeks  gestation  by  dates  (32  1/2  weeks  gestation 
by  ultrasound  performed  one  week  prior  to  hospital 
admission)  who  presented  to  Sacred  Heart  Hospital 
labor  and  delivery  area  with  spontaneous  onset  of 
uterine  contractions  with  membranes  intact  and  no 
history  of  bleeding,  trauma,  fever,  urinary  or  other 
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“Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 


zovniAX 

(acyclovir) 

CAPSULES 

Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
—month  after  month,  year’ 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated  I 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and  / 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting  I 
daily  therapy  with  ZOVIRAX  1 
CAPSULES.  I 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 
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Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  mjinagement  of  recurrent  epi- 
s^es  of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  hei^s  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genit^  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Elouble-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significemtly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  de^ee  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urin2iry 
retention  or  inability  to  take  oral  meidication  re- 
quire hospitalization  and  more  ag^essive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reauced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  epistle  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  vmder  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physici2m,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affects  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovireix  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compor 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovireix  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
einimals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mi^  patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immxmo- 
suppressed,  s)mgeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
arenteral  doses  of  100  mg/kg  acyclovir  in  rats 
ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  weis  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  weis  a statistically 
significant  decreEise  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  meEm  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decreEise  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Ttesticular 
atrophy  weis  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnsm^:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  weis  not  teratogenic  in  Einimal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  bresistfeeding. 
Pediatric  Use:  Safety  Emd  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Tterm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  mzziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Term  Administration:  The  most  fr^uent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diEirrhea  in  22  of  251 
(8.8%),  nausea  Emd/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  Eulhralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
U),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  U),  accelerate  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  li^at- 
ment  of  initiEd  genitsd  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  eEo-liest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pEurment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance ^10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  Z(jVIRAX  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light. 


♦In  controlled  studies , recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Generic  Quality  Review  Screening 

One  of  the  requirements  for  Peer  Review  Organizations  in  1987  is  to  apply 
Health  Care  Financing  Administration  Generic  Quality  of  Care  screens  to  all 
Medicare  discharges  under  review.  It  has  come  to  our  attention  that  there  is 
much  confusion  regarding  the  application  of  this  screen,  which  we  would  like 
to  clarify. 

The  generic  screening  criteria  for  quality  of  care  did  not  originate  with  South 
Dakota  Foundation  for  Medical  Care.  This  screen  was  developed  by  HCFA  and 
mandated  to  be  used  by  all  PROs.  The  screens  were  implemented  nationally 
without  field  testing  at  any  PROs,  a first  for  HCFA  criteria  development  which 
has  resulted  in  criticisms  of  the  screens  based  upon  actual  review  results.  South 
Dakota  Foundation  for  Medical  Care,  along  with  most  PROs,  have  criticized 
the  applicability  and  effectiveness  of  these  screens  and  recommended  changes 
to  the  screens.  In  order  to  preserve  the  consistent  use  of  the  screens 
nationwide,  HCFA  has  rejected  all  recommendations  from  PROs,  and  have 
mandated  the  use  of  the  screens  in  the  form  originally  promulgated  by  HCFA. 

SDFMC  staff  have  learned  from  other  PRO  staff  members  at  national  meetings 
that  the  screens  are  causing  major  confusion.  All  PROs  are  experiencing  the 
same  problems  of  the  screens  identifying  false  negatives  which  are  later 
determined  by  physician  reviewers  not  to  reflect  real  problems.  PROs  are 
finding  that  the  screens  are  so  nonspecific  that  they  identify  most  cases  for 
physician  review.  Upon  physician  review,  very  few  cases  are  found  to  contain 
problems. 

We  emphasize  that  we  are  performing  generic  screen  review  in  accordance 
with  federal  directives  and  our  contract  with  HCFA.  Although  we  disagree  with 
several  aspects  of  the  screens,  we  believe  that  HCFA  is  taking  the  review 
findings  from  PROs  under  consideration  and  will  eventually  modify  the  generic 
screens  to  make  them  more  specific  to  actual  problems.  We  appreciate  the 
patience  of  the  physicians  of  South  Dakota  as  we  implement  this  new  federal 
requirement. 
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The  Bottom  Line 

4 4 OMPETiTiON  HAS  YET  to  damage  doctors 
as  a group  financially.  But  it  has  a 
wreaked  havoc  with  the  physicians’  world  view.  In 
the  old  order,  when  patients  flowed  into  the  waiting 
room  without  having  to  be  lured,  their  tabs  picked 
up  by  the  distant  third  parties,  it  was  possible  for 
physicians  to  acquire  wealth  without  considering 
themselves  tainted  by  business  — or  wrestling  with 
the  disquieting  idea  of  profiting  from  someone  else’s 
suffering.  Now  that  has  changed.  While  a physician 
may  still  earn  an  excellent  income,  he  must  look 
on  doctoring  as  a business  as  well  as  a calling. 

“Doctors  who  have  known  another,  more  genteel 
way  find  that  unpleasant.  Patients  who  yearn  for 
the  good  old  days  when  profit  was  alien  to  medicine 
must  remember  there  never  was  such  a time.  But 
there  was  a time  when  doctors  and  hospitals  could 
pretend  this  was  so.”  (G.  Easterbrook,  “The  Rev- 
olution in  Medicine,”  Newsweek:  January  26,  1987 
p.  57.) 

Talk  about  ice  water  down  the  back  of  your  neck! 
As  I perused  the  article  which  had  been  the  talk  of 
the  hospital  corridors  for  several  days,  I found  my- 
self fascinated  by  the  capacity  of  the  text  to  elicit 
a host  of  visceral  responses  as  word  pictures  of  the 
evolution  of  health  care  delivery  in  the  U.S.  over 
the  past  twenty-plus  years  were  drawn  by  the  author. 
All  of  us  who  have  spent  the  bulk  of  our  practice 
years  working  in  the  Medicare  era,  have  spent  many 
minutes  of  casual  conversation  in  critique  of  the 
recent  commercialization  of  medicine  and  the 
changing  patterns  of  medical  practice  that  are  its 
by-product.  The  freedom  from  exposure  to  the  harsh 
realities  of  the  business  world,  sharp-elbowed  com- 
petition, and  the  attention  to  crisp  finely-honed 
management  principles,  was  an  artifact  in  history 
for  the  doctor.  To  have  our  internal  professional 
laundry  washed  in  the  lay  press  with  such  insight 
and  harsh  precision,  tempered  slightly  with  a mod- 
icum of  sympathy  and  understanding,  is  stressful 
and  induces  a tinge  of  paranoia.  As  a result,  the 
perspective  that  a physician  develops  toward  the 
evolutionary  trends  in  the  health  care  system  is 
molded  from  the  interaction  of  past  experience  with 
the  individual  capacity  for  flexibility  and  adaptation 
to  current  changes  brought  on  by  societal  demands. 

A dominant  theme  that  underlies  much  of  the 
communication  from  our  leadership  at  the  national 
AMA  level  and  the  specialty  societies  is  that  to 
maintain  an  influence  in  the  formulation  and  struc- 
turing of  health  care  policy  we  must  work  hard  to 
maintain  our  position  as  an  advocate  for  our  pa- 


tients. In  this  process  we  need  to  identify  areas  of 
political  activity  where  coalitions  with  the  consumer 
advocates  representing  the  public  may  be  formed 
so  as  to  exert  maximum  effectiveness  in  the  legis- 
lative arenas  of  our  statehouses  and  Congress.  Fail- 
ing this,  we  may  all  be  subject  to  the  Massachusetts 
experience,  a draconian  scenario  which  continues 
to  unfold  at  this  very  moment.  Consider  the  com- 
ments of  David  H.  Locke,  senator  from  Massachu- 
setts as  written  for  the  American  Society  of  Internal 
Medicine. 

“A  close  look  at  the  rather  lengthy  list  of  leg- 
islative setbacks  experienced  by  the  Massachusetts 
medical  community  in  recent  years  is  discouraging 
not  only  from  the  point  of  view  of  their  effects  on 
medical  practice  and  medical  care,  but  also  because 
of  the  serious  criticism  of  the  medical  community 
implied  in  their  very  adoption.  Each  of  these  new 
laws  seeks  to  address  the  urgent  and  difficult  ques- 
tion of  how  to  provide  access  to  affordable  health 
care.  And  each  one  carries  with  it  a not-so-subtle 
suggestion  that  the  physician  community  is  either 
unavailable  or  unwilling  to  answer  the  call. 

These  new  laws  are  the  product  of  the  opinion 
. . . widely  held  among  the  members  of  the  general 
public  and  reflected  in  the  state  legislature  . . . that 
the  bulk  of  physicians  are  concerned  first  and  fore- 
most with  their  own  economic  advancement  and 
only  secondarily  with  patient  care.  The  unsympa- 
thetic characterization,  unfortunately  as  widespread 
as  it  is  unfair,  stems  in  part  from  changes  in  modem 
medical  practice  and  in  part  from  physicians’  long- 
standing lack  of  involvement  with  the  legislative 
process. 

...  As  medical  practice  has  become  more  of  a 
business,  the  public’s  opinion  of  doctors  has  come 
to  resemble  their  opinion  of  businessmen,  a group 
understood  to  be  primarily  concerned  with  the  bot- 
tom line. 

This  unflattering  opinion  of  the  physician  com- 
munity is  reinforced  in  the  legislature  by  the  large 
group  of  competing  interests  actively  engaged 
there.  . . . Doctors  have  made  a significant  error  to 
the  extent  that  they  have  been  unavailable  to  answer 
those  charges.  And  the  fact  that  physicians’  rare 
forays  into  the  legislative  arena  have  coincided  so 
exclusively  with  perceived  threats  either  to  the  turf 
or  the  pocketbook  of  a particular  specialty  has  done 
little  to  alleviate  the  suspicions  that  exist  in  the 
minds  of  the  legislators  about  physicians’  motiva- 
tions.” (D.  H.  Locke,  “State  Political  Involvement 
is  Cmcial,”  The  Internist:  January,  1987,  pp.  10- 
1 1 . (Continued  next  page) 
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So  what  are  the  implications  of  the  foregoing 
actions  on  the  East  Coast  to  our  small  world  out 
here  in  South  Dakota?  We  are  still  part  of  the  cos- 
mos, but  as  a small  segment  we  often  have  the 
benefit  of  observing  effects  of  change  before  being 
fully  impacted  ourselves.  Windows  of  opportunity 
are  accordingly  more  often  available  to  us  than  our 
larger  neighbors,  and  our  history  of  working  closely 
and  harmoniously  with  our  Legislature  through  our 
administrative  corps  and  lobbyists  has  been  good 
for  the  profession  and  public  in  general.  We  need 
to  maintain  our  level  of  sensitivity  to  issues  which 
affect  our  patients,  identify  areas  of  social  concern, 
and  interdigitate  these  in  a tasteful  balance  with  the 
issues  that  we  address  each  year  that  may  be  inter- 
preted as  more  parochial  in  nature.  ■ 
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to  those  monthly 
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Rerard-Keeping  Checking  Account 
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How  it  works 

The  system  is  based  on  a set  of  cate 
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use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
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Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 
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easy  to  use  as  a regular  checking  account. 
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according  to  date. 

What  it  costs . 


230  Fuel  Expenses 


. You  may 
think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you’ll  be 
pleasantly  surprised. 
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Precautions; 
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• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 
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been  reported  during  treatment  with 
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Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
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with  a history  of  gastrointestinal 
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• Safety  and  effectiveness  have  not  been 
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colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (includinri 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
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The  Relationship  Between  Premedical 
School  Academic  Factors  and  Actual 
Medical  School  Performance 

This  study  discusses  some  factors  related  to  success  in  medical  school. 

Gary  R.  Leonardson,  Ph.D.* 

Stephen  Wilson  Cookt 
Greg  Charboneau,  Ed.D.ij: 


ABSTRACT 

The  study  was  designed  to  examine  the  ability 
of  past  academic  variables  to  predict  medical 
school  performance.  Subjects  for  the  study  were 
697  students  who  entered  the  University  of  South 
Dakota  School  of  Medicine  from  1974-1983.  The 
old  MCAT  scores  produced  some  degree  of  pre- 
dictive validity  with  coefficients  being  .05,  .06, 
.13,  and  .24.  The  new  MCAT  scores  were  found 

INTRODUCTION 

IT  HAS  BEEN  OBVIOUS  to  many  medical  schools 
that  it  is  essential  to  determine  selection  factors 
which  are  related  to  subsequent  performance  in 
medical  school.  With  a large  number  of  applicants 
desiring  seats  in  medical  school,  it  is  incumbent 
upon  each  medical  school  to  determine  the  criteria 
which  are  predictive  of  student  achievement  and 
performance  in  medical  school.  Factors  which  are 
valuable  for  one  institution  in  predicting  future  med- 
ical school  performance  may  not  be  viable  variables 
in  other  settings,  depending  upon  the  definitions  of 
performance  and  the  needs,  direction,  or  objectives 
of  a particular  medical  school. 

One  of  the  more  obvious  variables  for  a medical 
school  to  examine  for  selection  viability  is  the  Med- 
ical College  Admission  Test  (MCAT),  since  this 
test  is  taken  by  all  students  interested  in  medical 
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to  be  much  better  than  the  old  MCAT  in  pre- 
dicting student  achievement  during  the  first  year 
of  medical  school,  as  the  coefficients  were  .15, 
.16,  .28,  .30,  .32,  and  .35.  Undergraduate  GPA 
measures  were  also  found  to  be  good  predictors 
of  medical  school  performance.  The  relation- 
ships between  and  among  other  academic  factors 
are  also  presented. 

school.  In  1977  the  Association  of  American  Med- 
ical Colleges  changed  the  MCAT  from  a four-part 
test  to  an  instrument  with  six  subtests.  Because  of 
the  dramatic  increase  in  scientific  knowledge  related 
to  the  practice  of  medicine,  a test  which  measured 
the  acquisition  of  fundamental  scientific  concepts 
and  problem  solving  and  reasoning  skills  was  de- 
sired. Hence  the  development  of  the  new  MCAT. 
The  old  MCAT  was  designed  to  measure  general 
scholastic  aptitude  and  prediction  of  success  in  the 
basic  science  courses.  The  new  MCAT  was  de- 
signed to  potentially  predict  success  in  the  basic 
medical  science  courses  and  measure  evaluative  and 
interpretive  skills  which  are  considered  important 
in  medicine  in  general  and  clinical  medicine  in  par- 
ticular. The  old  MCAT  science  subtest  provided 
only  a single  score  for  all  science  curriculum  areas, 
making  it  impossible  to  differentiate  among  indi- 
vidual science  areas. 

The  use  of  test  scores  and  past  academic  per- 
formance in  predicting  medical  school  performance 
is  not  new.  There  have  been  a number  of  studies 
from  other  medical  schools  which  have  shown  the 
predictive  validity  of  past  academic  factors.'-^  How- 
ever, related  studies  at  the  USD  School  of  Medicine 
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have  not  been  reported.  It  was  the  purpose  of  this 
study  to  examine  the  utility  of  academic  selection 
factors  in  predicting  actual  performance  in  medical 
school  at  the  University  of  South  Dakota. 

METHOD 

The  authors  examined  the  performance  of  697 
students  who  entered  USD’s  Medical  School  from 
1974-1983.  Because  of  the  new  MCAT  which  was 
administered  to  some  1978  students  and  all  subse- 
quent students,  some  of  the  results  are  presented  in 
two  sections:  one  with  the  new  MCAT  scores  and 
the  other  section  reports  the  results  of  the  “older” 
MCAT. 

In  addition  to  MCAT  scores,  other  predictor  var- 
iables were  total  undergraduate  GPA,  science  un- 
dergraduate GPA,  and  non- science  undergraduate 
GPA.  The  criteion  variables  were  first  and  second 
year  GPA,  4-year  cumulative  GPA,  course  per- 
centages for  required  courses,  and  the  test  scores 
from  NBME  Parts  I and  II.  First  year  courses  were 
gross  anatomy,  microscopic  anatomy,  neuroanat- 
omy, and  medical  physiology.  Second  year  courses 
were  medical  microbiology,  general  and  special  pa- 
thology, and  pharmacology. 

Based  on  information  available  in  student  records 
and  course  grades  and/or  percentages,  etc. , data  for 
seventy-five  variables  were  obtained  and  computer 
“loaded”  for  medical  students  who  entered  the  Uni- 
versity of  South  Dakota  School  of  Medicine  from 
1974  to  1983.  Correlation  coefficients  (Pearson 
Product-Moment)  and  regression  analysis  were  used 
to  analyze  the  relationship  between  various  aca- 


demic factors  and  subsequent  performance  in  med- 
ical school. 

RESULTS 

As  reported  in  Table  I,  the  correlations  between 
the  old  MCAT  scores  and  subsequent  performance 
(grade  point  average)  during  the  first  two  years  of 
medical  school  are  low,  although  statistically  sig- 
nificant in  several  cases.  General  and  science  scores 
were  found  to  be  significantly  related  to  first  year 
GPA  (r’s=.13  & .24,  respectively).  General  and 
science  MCAT  scores  were  also  found  to  be  sig- 
nificantly correlated  with  second  year  GPA.  Again, 
the  coefficients  were  found  to  be  quite  low  (r’s  = . 14 
& .12,  respectively).  A restriction  in  the  variability 
of  all  the  variables  involved  (GPA  and  MCAT  scores) 
was  one  possible  reason  for  the  low  coefficients.  A 
restriction  in  the  range  of  scores  of  variables  re- 
ported in  this  study  likely  attenuated  all  of  the  re- 
ported coefficients. 

Other  variables  which  were  significantly  corre- 
lated with  first  year  GPA  were  undergraduate  GPA 
(r=  .28)  and  undergraduate  science  GPA  (r=  .34). 
All  of  the  undergraduate  GPA  variables  were  found 
to  be  statistically  significantly  predictive  of  second 
year  GPA  with  coefficients  ranging  from  .25  to  .37. 

The  relationship  between  the  old  MCAT  scores 
and  the  grades  obtained  on  individual  courses  taken 
are  reported  in  Table  II.  Neither  the  old  MCAT 
verbal  or  the  old  MCAT  quantitative  score  were 
significantly  related  to  actual  course  performance 
of  the  students  during  the  first  two  years  of  medical 
school.  However  the  MCAT  general  scores  were 


TABLE  I 

CORRELATION  COEFFICIENTS  BETWEEN  GPA  OF  FIRST  TWO  YEARS  OF 
MEDICAL  SCHOOL  AND  UNDERGRADUATE  GPA  AND  THE  OLD  MCAT  SCORES 

1974-1978  DATA 


GPAl 

GPA2 

UGPA 

SGPA 

NGPA 

MCATV 

MCATQ 

MCATG 

MCATS 

GPAl 

1.0 

GPA2 

.74* 

1.0 

UGPA 

.28* 

.35* 

1.0 

SGPA 

.34* 

.37* 

.92* 

1.0 

NGPA 

.10 

.25* 

.83* 

.57* 

1.0 

MCATV 

.06 

.08 

.03 

.01 

.06 

1.0 

MCATQ 

.05 

.07 

.18* 

.20* 

.07 

.13* 

1.0 

' 

MCATG 

.13* 

.14* 

.18* 

.02 

.09 

.56* 

.10 

1.0 

MCATS 

.24* 

.12* 

.18* 

.21* 

.08 

.24* 

.38* 

.26* 

1.0 

*p  = < .05 


Variables 

N 

Mean 

SD 

GPAl 

First  Year  Medical  School  GPA 

312 

3.01 

.50 

GPA2 

Second  Year  Medical  School  GPA 

314 

3.08 

.45 

UGPA 

Cumulative  Undergraduate  GPA 

183 

3.42 

.34 

SGPA 

Undergraduate  Science  GPA 

182 

3.39 

.38 

NGPA 

Undergraduate  Non-Science  GPA 

182 

3.48 

.39 

MCATV 

Verbal  Score  on  MCAT 

314 

536.50 

83.83 

MCATQ 

Quantitative  Score  on  MCAT 

314 

599.24 

73.39 

MCATG 

General  Score  on  MCAT 

314 

523.73 

68.98 

MCATS 

Science  Score  on  MCAT 

314 

580.80 

66.83 
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TABLE  II 

CORRELATION  COEFFICIENTS  BETWEEN  OLD  MCAT  SCORES  AND 
MEDICAL  SCHOOL  COURSE  PERCENTAGES 
1974-1978  DATA 


MCATV 

MCATQ 

MCATG 

MCATS 

Gross  Anatomy 

-.03 

-.01 

.08 

.12* 

Microscopic  Anatomy 

.03 

-.05 

.09 

.11* 

Neuroanatomy 

.02 

.04 

.08 

.12* 

Biochemistry 

.02 

.10 

.07 

.31* 

Physiology 

.09 

.08 

.11* 

.30* 

Microbiology 

.05 

.04 

.14* 

.06 

Pathology 

.10 

.07 

.17* 

.13* 

Pharmacology 

.07 

.03 

.10 

.07 

Variables 

N 

Mean 

SD 

Gross  Anatomy 

311 

85.35 

6.10 

Microscopic  Anatomy 

312 

83.86 

5.32 

Neuroanatomy 

312 

84.01 

5.80 

Biochemistry 

313 

83.76 

5.61 

Physiology 

312 

86.30 

8.13 

Microbiology 

314 

84.93 

5.68 

Pathology 

314 

82.61 

5.45 

Pharmacology 

314 

85.69 

6.88 

*p  = < .05 


TABLE  III 

CORRELATION  COEFFICIENTS  BETWEEN  GPA  IN  THE  FIRST  TWO  YEARS  OF 
MEDICAL  SCHOOL  AND  UNDERGRADUATE  GPA  AND  NEW  MCAT  SCORES 

1978-1983  DATA 


GPAl 

GPA2 

UGPA 


GPAl  GPA2  UGPA  SGPA 

1.0 


NGPA  MCATBMCATC  MCATP  MCATSP  MCATSR  MCATQ 


.68* 

.31* 


1.0 

.27* 


1.0 


SGPA 

.37* 

.28* 

.92* 

1.0 

NGPA 

.14* 

.20* 

.81* 

.57 

1.0 

MCATB 

.30* 

.28* 

.11* 

.13* 

.06 

MCATC 

.32* 

.24* 

.19* 

.23* 

.07 

MCATP 

.28* 

.15* 

.07 

.12* 

-.05 

MCATSP 

.35* 

.28* 

.14* 

.16* 

.06 

MCATSR 

.15* 

.25* 

.07 

.04 

.10* 

MCATQ 

.16* 

.12* 

-.01 

-.02 

-.01 

1.0 


.50* 

1.0 

.44* 

.63* 

1.0 

.66* 

.76* 

.73* 

1.0 

.31* 

.27* 

.25* 

.31* 

1.0 

.35* 

.41* 

.44* 

.43* 

.43* 

1.0 


*p  = < .05 

Variables 

N 

Mean 

SD 

GPAl 

First  Year  Medical  School  GPA 

314 

3.07 

.51 

GPA2 

Second  Year  Medical  School  GPA 

315 

3.11 

.46 

UGPA 

Undergraduate  GPA 

381 

3.47 

.34 

SGPA 

Undergraduate  Science  GPA 

381 

3.43 

.39 

NGPA 

Undergraduate  Non-Science  GPA 

381 

3.55 

.35 

MCATB 

Biology  Score  on  MCAT 

381 

8.58 

1.85 

MCATC 

Chemistry  Score  on  MCAT 

381 

8.52 

1.84 

MCATP 

Physics  Score  on  MCAT 

381 

8.32 

1.83 

MCATSP 

Science  Problems  Score  on  MCAT 

381 

8.50 

1.82 

MCATSR 

Reading  Score  on  MCAT 

381 

8.60 

1.62 

MCATQ 

Quantitative  Score  on  MCAT 

381 

8.50 

1.83 

correlated  significantly  with  physiology  (r=.ll), 
microbiology  (r  = . 14)  and  pathology  (r  = . 17).  The 
MCAT  science  scores  had  the  highest  coefficients 
of  any  of  the  old  MCAT  subtest  scores  when  cor- 
related with  course  performance  values.  Grades  from 
all  of  the  courses  were  correlated  significantly  with 
the  old  MCAT  science  scores  with  the  exception  of 
microbiology  and  pharmacology. 


Table  III  presented  information  similar  to  Table 
I with  exception  being  that  scores  from  the  old 
MCAT  are  used  in  Table  I and  scores  from  the  new 
MCAT  are  presented  in  Table  III.  In  general  there 
was  a much  higher  degree  of  predictive  validity  with 
the  new  MCAT  than  there  was  with  the  old  MCAT. 
All  of  the  subtests  of  the  new  MCAT  were  correlated 
significantly  with  first  and  second  year  GPA  for  the 
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medical  school  students  who  matriculated  from  1978 
through  1983  at  the  University  of  South  Dakota. 
Cumulative  undergraduate  GPA,  undergraduate  sci- 
ence GPA,  and  undergraduate  non-science  GPA 
values  were  also  correlated  significantly  with  over- 
all performance  (i.e.,  grade  point  average)  during 
the  first  two  years  of  medical  school.  These  coef- 
ficient values  indicated  a low  to  moderate  degree 
of  predictive  validity  for  the  past  undergraduate  ac- 
ademic performance  variables. 

Table  IV  reported  the  correlation  coefficients  be- 
tween the  new  MCAT  subtest  scores  and  actual 
performance  on  required  basic  science  courses.  There 
was  a general  low  to  moderate  degree  of  correlation 
between  these  subtest  scores  and  course  percent- 
ages. The  Reading  and  Quantitative  sections  of  the 
new  MCAT  averaged  the  lowest  validity  coeffi- 
cients and  the  Science  Problems  section  the  highest. 

To  further  analyze  the  prediction  of  medical  school 
success,  three  additional  performance  criteria  were 
used  as  measures  of  achievement.  These  dependent 
variable  measures  were:  GPA  for  four  years  of  med- 
ical school;  total  score  on  Part  I of  the  National 
Boards;  and  total  score  on  Part  II  of  the  National 
Boards.  Variables  used  as  independent  or  predictor 
variables  were:  undergraduate  science  GPA;  under- 
graduate non-science  GPA;  undergraduate  cumu- 
lative GPA;  biology  score  on  the  MCAT;  chemistry 
score  on  the  MCAT;  physics  score  on  the  MCAT; 
science  problems  score  on  the  MCAT ; reading  score 
on  the  MCAT;  quantitative  score  on  the  MCAT; 
verbal  score  on  the  old  MCAT;  quantitative  score 


on  the  old  MCAT;  general  score  on  the  old  MCAT; 
and  the  science  score  on  the  old  MCAT. 

It  can  be  noted  in  Table  V that  a number  of 
variables  are  moderately  correlated  with  cumulative 
GPA  for  four  years  of  medical  school.  The  variables 
of  cumulative  undergraduate  GPA,  undergraduate 
science  GPA,  scores  from  the  chemistry  section  of 
the  new  MCAT,  and  the  scores  from  the  Problem 
Solving  section  of  the  new  MCAT  were  found  to 
be  the  best  single  predictors  of  medical  school  GPA 
for  the  four  years.  The  old  MCAT  subtests  were 
found  to  be  of  very  little  value  in  predicting  per- 
formance in  medical  school  at  USD  with  the  ex- 
ception of  the  science  subtest. 

The  total  scores  on  the  National  Boards,  Part  I 
and  Part  II,  were  also  used  as  criteria  of  success  in 
medical  school.  While  undergraduate  GPA  factors 
were  found  to  be  only  slightly  correlated  with  Na- 
tional Board  scores,  MCAT  scores  were  correlated 
consistently  and  moderately  with  performance  on 
the  National  Boards.  It  was  interesting  to  note  the 
quite  strong  relationship  between  performance  on 
the  MCAT  and  scores  on  the  National  Boards  Part 
II.  This  was  particularly  true  of  the  new  MCAT 
scores. 

It  appeared  that  the  academic  factors  (undergrad- 
uate GPA  and  MCAT  scores)  are  at  least  fair  pre- 
dictors of  success  (achievement)  in  medical  school, 
as  measured  by  grades  during  medical  school  and 
National  Board  Medical  Examination  scores.  Part  I 
and  Part  II.  Therefore,  these  factors  would  be  useful 
as  measures  of  admission  criteria  at  the  USD  Med- 


TABLE IV 

CORRELATION  COEFFICIENTS  BETWEEN  NEW  MCAT  SCORES  AND 
MEDICAL  SCHOOL  COURSE  PERCENTAGES 
1979-1983  Data 


MCATB 

MCATC 

MCATP 

MCATSP 

MCATSR 

MCATQ 

Gross  Anatomy 

.20* 

.22* 

.21* 

.24* 

.05 

.05 

Microscopic  Anatomy 

.26* 

.19* 

.14* 

.23* 

.13* 

.06 

Neuroanatomy 

.22* 

.28* 

.26* 

.32* 

.11* 

.14* 

Biochemistry 

.17* 

.25* 

.19* 

.22* 

.05 

.03 

Physiology 

.40* 

.42* 

.43* 

.48* 

.27* 

.33* 

Microbiology 

.24* 

.25* 

.14* 

.25* 

.26* 

.12* 

Pathology 

.26* 

.26* 

.16* 

.29* 

.25* 

.12* 

Pharmacology 
* p = < .05 

.16* 

.16* 

.16* 

.19* 

.08 

.05 

Variables 

N 

Mean 

SD 

Gross  Anatomy 

314 

84.27 

5.75 

Microscopic  Anatomy 

314 

86.53 

5.24 

Neuroanatomy 

314 

84.66 

5.94 

Biochemistry 

314 

83.83 

6.66 

Physiology 

314 

86.64 

8.02 

Microbiology 

314 

85.96 

4.85 

Pathology 

314 

83.69 

5.60 

Pharmacology 

314 

83.13 

6.24 
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TABLE  V 


CORRELATION  COEFFICIENTS  BETWEEN  DEPENDENT  VARIABLES 
AND  PREDICTOR  VARIABLES 


Med  School 

Med  School 

NBME 

NBME 

Predictor 

Freshman 

4- Year 

Total  Score 

Total  Score 

Variables 

GPA 

Cum.  GPA 

Part  I 

Part  II 

Cumulative  Undergraduate  GPA 

.31 

.28 

.19 

.11* 

Undergraduate  Science  GPA 

.37 

.36 

.24 

.21 

Undergraduate  Non-Science  GPA 

.14 

.12 

.06* 

-.04* 

New  MCAT  Biology 

.30 

.25 

.45 

.42 

New  MCAT  Chemistry 

.32 

.32 

.45 

.49 

New  MCAT  Physics 

.28 

.23 

.42 

.43 

New  MCAT  Problem  Solv. 

.35 

.36 

.50 

.47 

New  MCAT  Reading 

.15 

.15* 

.29 

.40 

New  MCAT  Quantitative 

.16 

.25 

.33 

.41 

Old  MCAT  Verbal 

.06* 

.11* 

.16 

.28 

Old  MCAT  Quantitative 

.05* 

.05* 

.12 

.26 

Old  MCAT  General 

.13 

.11* 

.21 

.29 

Old  MCAT  Science 

* Not  Statistically  SigniBcant  (remainder 

.24  .16 

are  statistically  signiBcant) 

.35 

.38 

ical  School.  Coefficients  in  this  study  were  not  large 
enough,  however,  to  warrant  absolute  or  sole  reli- 
ance on  these  factors. 

Another  method  of  examining  the  usefulness  of 
the  past  academic  variables  in  predicting  medical 
school  GPA  and/or  National  Board  test  scores  was 
multiple  linear  regression.  A stepwise  regression 
procedure  (maximum  R- square)  was  used  to  ex- 
amine the  effectiveness  of  a linear  combination  of 
the  independent  variables  in  predicting  subsequent 
achievement  in  medical  school.  Undergraduate  sci- 
ence GPA,  undergraduate  cumulative  GPA,  the  bi- 
ology section  of  the  new  MCAT,  and  the  problem 
solving  part  of  the  new  MCAT  were  found  to  be 
the  best  predictors  of  first  year  medical  GPA.  These 
four  variables  accounted  for  about  24  percent  of  the 
variance  of  freshman  GPA.  The  old  MCAT  scores 
were  not  used  in  this  segment  of  the  analysis. 

These  same  four  factors  (with  the  exception  of 
the  biology  score  on  the  new  MCAT  which  was 
replaced  by  the  quantitative  score)  were  found  to 
be  the  best  predictors  of  cumulative  medical  school 
GPA  for  all  four  years.  The  R-square  value  was 
.21,  indicating  that  21  percent  of  the  cumulative 
medical  school  GPA  was  explained  by  the  entrance- 
level  academic  information  available  on  the  stu- 
dents. The  same  stepwise  regression  procedure  was 
used  to  select  the  “best”  variables  in  predicting 
National  Board  scores.  Undergraduate  science  GPA, 
undergraduate  cumulative  GPA,  and  the  biology, 
chemistry,  physics,  and  reading  scores  on  the  new 
MCAT  were  the  top  six  predictor  variables,  ac- 
counting for  32%  of  the  variance  of  the  total  score 
on  Part  I of  the  National  Boards.  Factors  which 
were  most  effective  in  predicting  scores  on  Part  II 


of  the  NBME  were:  the  biology,  chemistry,  physics, 
problem  solving,  reading,  and  quantitative  scores 
on  the  new  MCAT.  The  R-square  values  in  this 
regression  analysis  was  .37,  indicating  that  the  six 
variables  accounted  for  about  37  percent  of  the  var- 
iance of  the  total  score  of  Part  II  of  NBME.  None 
of  the  undergraduate  GPA  variables  contributed  any 
significant  unique  information  to  the  prediction  of 
the  total  score  on  Part  II  of  the  National  Boards. 

DISCUSSION 

The  academic  variables  (GPA  and  MCAT)  con- 
tributed to  the  prediction  of  various  measures  of 
medical  school  success.  The  validity  coefficients 
obtained  in  this  study  are  generally  similar  to  the 
values  obtained  in  other  studies. ^ In  this  study 
past  academic  performance,  especially  in  science- 
related  courses,  and  scores  on  the  MCAT  were  cor- 
related moderately  with  initial  achievement  (GPA) 
in  medical  school.  The  new  MCAT  scores  were 
found  to  be  much  better  in  predicting  medical  school 
GPA  than  were  the  old  MCAT  scores. 

It  appeared  that  the  traditional  selection  factors 
of  science  GPA  and  science-oriented  test  scores  were 
the  best  predictors  of  actual  academic  performance 
in  medical  school.  The  measurement  and  validation 
of  other  performance  and  personality  factors  would 
be  warranted,  because  most  of  the  variance  in  per- 
formance was  not  accounted  for  by  the  academic 
factors  used  in  this  study. 
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EMERGENCY  PHYSICIANS 


South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Family  Practice 
Physician  Needed 

Established  need  tor  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
west Iowa.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  tar  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO's  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (71 2)732-5030 


Physicians  Needed 

Family  practice  and  internal  medicine  phy- 
sicians to  join  seven  doctor  family  practice 
clinic  in  Cloquet,  MN,  a community  of  12,000 
(30,000  service  area),  located  20  minutes 
from  Duluth-Superior.  Clinic  facility  is  lo- 
cated one  block  from  modern,  well  equipped 
77-bed  hospital.  Cloquet  enjoys  a stable 
economy  (forest  products).  Additionally,  our 
community  is  noted  for  its  excellent  school 
system.  First  year  salary  guarantee,  paid 
malpractice,  health  and  disability  insurance, 
vacation  and  study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.ihe  following  is  a brief  summary. 


c WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
’ impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
‘Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly  it  is  also  possible  that  the  lesser  hycfrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  ‘Dyazide’.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
i parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
i corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  In  the  elderly, 
i diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiousiy  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore.  ‘Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
‘Dyazide’.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  andgout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  ‘Dyazide’,  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  leveis  determined.  Discontinue  correc- 
tive measures  and  ‘Dyazide’  shouid  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
or  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
‘Dyazide’  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  In  a few  patients  on  ‘Dyazide’, 
although  a causal  relationship  has  not  been  established. 

SuDDlied;  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutionai  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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In  Hypertension*... 
When  ’Vhu  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule 
'Vbur  Assuranee  of 


^ Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


The  unique 
red  and  ^v^te 
Dyazide*  capsule: 
’Ifour  assurance  of 
SK&F  quality 


a product  of 

SK&F  CO. 

Carolina,  PR.  00630 


Potassium-  Sparing 

DYAZroE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


©SK&F  Co..  1983 


Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  its  needed 

Insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.'  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  Glucotrol^  (glipizide) 
prescribing  information  on  next  page. 
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GUfCOTROL*  (gttplzide)  Tablets 

Brief  SanaMry  sf  Prescrfbiag  literiMtiaa 

INDICATIONS  AND  USAGE:  GLUCOTROL  is  Indicated  as  an  adjunct  to  diet  tor  the  control  of  hyperglycemia  In  patients 
with  non-lnsulin-dependent  diabetes  mellitus  (NIOOM.  type  II)  after  an  adequate  trial  of  dietary  therapy  has  proved 
unsatisfactory. 

CONTRAtNDICATIONS:  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  Insulin. 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY:  The  administration  of  oral  hypogly- 
cemic drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plus  insulin.  This  warning  Is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGDP).  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-lowering  drugs  in  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes.  The  study  involved  823  patients  who  were  randomly  assigned  to  one  of  tour  treatment  groups  {Diabetes, 
19.  supp.  2:747-830. 1970). 

UGDP  reported  that  patients  treated  lor  5 to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  limes  that  of  patients  treated  with  diet  alone.  A 
significant  Increase  In  total  mortality  was  not  observed,  but  the  use  ot  tolbutamide  was  discontinued  based  on  the 
increase  In  cardiovascular  mortality,  thus  limiting  the  opportunity  lor  the  study  to  show  an  increase  in  overall 
mortality.  Despite  controversy  regarding  the  interpretation  of  these  results,  the  findings  of  the  UGDP  study  provide 
an  adequate  basis  lor  this  warning.  The  patient  should  be  informed  of  the  potential  risks  and  advantages  of 
GLUCDTROL  and  ot  alternative  modes  of  therapy. 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  tram  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  ot  their  close  similarities  in  mode  ot  action  and  chemical  structure. 

PRECAUTIDNS:  Renal  and  Hepatic  Disease:  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients 
with  Impaired  renal  and/or  hepatic  function.  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur. 
Hypoglycemia:  All  sultonylureas  are  capable  of  producing  severe  hypoglycemia.  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia.  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions.  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  ot  glucose-lowering  drugs.  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs.  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used. 

Lou  of  Control  ot  Blood  Glucose:  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery.  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin. 
Laboratory  Tests:  Blood  and  urine  glucose  should  be  monitored  periodically.  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  for  Patients:  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL.  of 
alternative  modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  of  regular  testing  ot  urine  and/or  blood  glucose.  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members.  Primary  and  secondary  failure  should  also  be  explained. 

Drug  Interactions:  The  hypoglycemic  action  of  sultonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-inflammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumarins.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents.  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol . 
However,  caution  must  be  exercised  In  extrapolating  these  findings  to  a clinical  situation.  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control.  Including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazines,  thyroid  products,  estrogens,  oral  contraceptives,  phenytoin,  nicotinic  acid,  sympathomimetics, 
calcum  channel  blocking  drugs,  and  isoniazid.  A potential  Interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported . Whether  this  interaction  also  occurs  with  the  intravenous . 
topical,  or  vaginal  preparations  of  miconazole  Is  not  known. 

Carcinogenatit,  Mutagenesli,  Impairment  of  Fertility:  A 20-month  study  in  rats  and  an  18-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity.  Bacterial  and 
in  vivo  mutagenicity  tests  were  uniformly  negative.  Studies  in  rats  of  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  effects  on  fertility. 

Pregnancy:  Pregnancy  Category  C:  GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg).  This  fetotoxicity  has  been  similarly  noted  with  other  sultonylureas.  such  as 
tolbutamide  and  tolazamide.  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL.  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found.  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women.  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible. 

Nonteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery.  This  has  been  reported  more  frequently  with  the  use  ot  agents  with 
prolonged  halt-lives.  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date. 
Nursing  Mathers:  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be 
considered  if  nursing  is  to  be  continued. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS:  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low.  Of 
702  patients,  11.8%  reported  adverse  reactions  and  In  only  1.5%  was  GLUCOTROL  discontinued. 

Hypoglycemia:  See  PRECAUTIONS  and  OVERDOSAGE  sections. 

Gastrointestinal;  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence:  nausea  and  diarrhea,  one  in  70:  constipation  and  gastralgia.  one  in  100.  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  ot  dosage.  Chloestatic  jaundice  may  occur  rarely  with  sultonylureas: 
GLUCOTROL  should  be  discontinued  if  this  occurs. 

Dermatologic;  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria, 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients.  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL:  if  skin  reactions  persist,  the  drug  should  be  discontinued.  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sultonylureas. 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sultonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sultonylureas.  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-like  reactions 
Endocrine  Reactloni;  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIADH) 
secretion  have  been  reported  with  this  and  other  sultonylureas 

MItcellaneout:  Dizziness,  drowsiness,  and  headache  have  been  reported  in  about  one  in  fifty  patients  treated  with 
GLUCOTROL.  They  are  usually  transient  and  seldom  require  discontinuance  of  therapy. 

OVERDDSAGE:  Overdosage  of  sultonylureas  including  GLUCOTROL  can  produce  hypoglycemia.  If  hypoglycemic 
coma  IS  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated 
(50%)  glucose  solution.  This  should  be  followed  by  a continuous  Infusion  of  a more  dillute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg/dL.  Patients  should  be  closely  monitored  for  a 
minimum  of  24  to  48  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery.  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  In  persons  with  liver  disease.  Because  of  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide),  dialysis  is  unlikely  to  be  of  benefit. 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL;  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia. 

Initial  Dote:  The  recommended  starting  dose  is  5 mg  before  breakfast.  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2.5  mg.  Dosage  adjustments  should  ordinarily  be  in  increments  of  2.5-5  mg,  as  determined  by 
blood  glucose  response.  At  least  several  days  should  elapse  between  titration  steps. 

Maximum  Dote:  The  maximum  recommended  total  daily  dose  is  40  mg. 

Maintenance:  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing.  Total  daily  doses  above  15  mg  should  ordinarily  be  divided. 

HO)W  SUPPLIED;  GLUCOTROL  is  available  as  white,  dye-free,  scored  diamond-shaped  tablets  imprinted  as  follows: 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100: 10  mg  tablet— Pfizer  412  (NDC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

More  detailed  proteiilonal  Information  available  on  requeat. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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Auxiliary  News 


Annette  Shousha,  President,  South  Dakota 
State  Medical  Association  Auxiliary 


At  the  moment,  crystals  of  snow  are  softly  and 
gracefully  falling,  as  a reminder  there  is  a 
season  for  all  things.  God,  in  His  Omnipotence, 
knew  that  His  Creation  needed  the  dark  in  order  to 
recognize  the  light;  the  sleep  in  order  to  have  energy 
for  awakefulness;  valleys  before  the  mountains;  sad- 
ness before  joy;  and  failure  before  success. 

Easter  exemplifies  hope  and  the  beginning  of  new 
life.  The  Easter  season  creates  in  us  a desire  to 
reflect  where  we  have  been  and  where  we  are  going, 
to  evaluate  past  goals,  and  recognize  the  need  for 
new  ones.  Easter  deepens  the  intensity  of  our  sen- 
ses, as  we  recognize  the  beauty  that  surrounds  us, 
and  creates  in  us  the  desire  to  reach  out  to  others. 
Easter  is  a time  to  allow  new  energy  to  enter  our 
being,  to  refill  our  cup,  to  acknowledge  our  role  as 
servants  and  not  masters,  healers  and  not  takers. 

Easter  is  also  a reminder  that  the  auxiliary  year 
is  rapidly  drawing  to  a close.  It  will  culminate  with 
the  annual  state  meeting  in  conjunction  with  the  SD 
Medical  Society,  to  be  held  at  the  Howard  Johnson 
in  Sioux  Falls,  June  4 through  7.  As  I reflect  on 
the  past  months  as  the  Auxiliary  president,  I am 
filled  with  appreciation  for  the  people  of  our  or- 
ganization. This  responsibility  has  given  me  the  joy 
of  making  new  friends  across  the  state,  and  serving 
as  a national  delegate  has  broadened  my  friendships 
across  our  nation. 

The  physician  spouses  have  “made  a difference’’ 
this  year  in  the  health  arena  in  their  communities. 
I would  like  to  acknowledge  each  board  member 
for  the  1986/1987  season  and  personally  thank  each 
for  a job  well  done.  They  are:  Marie  Hovland,  Mary 


Wrage,  Carmen  Chavier,  Ilia  Thompson,  Carolyn 
Nelson,  Ihlene  Rossing,  Dorothy  Hamm,  Shirley 
Ryan,  Dottie  McIntosh,  Jacquelyn  Gunnarson,  Ila 
Lushbough,  Virginia  Stoltz,  Suellen  Payne,  Jean 
Taylor,  Ellen  Kunz,  Helen  Eckrich,  Peggy  Huber, 
Virginia  Lardinois,  Holly  Holm,  Muriel  Reding, 
and  all  the  district  presidents. 

The  actions  of  this  association  are  not  random, 
but  an  integrated  organism,  functioning  as  if  with 
one  mind,  that  of  supporting  the  principle  of  good 
medicine.  They  function  as  a bee  in  a hive,  sharing 
with  others  the  work  to  be  done. 

My  prayer  for  our  group  is  that  we  work  in  unity 
— one  heart,  one  spirit,  toward  one  end  so  that  we 
can  continue  to  produce  much  honey,  and  enjoy  the 
fruits  of  our  labor,  giving  support  to  each  other  as 
we  work  to  support  medicine. 

Happy  Easter,  and  thanks  to  each  of  you  physi- 
cians for  encouraging  your  spouse  to  be  a part  of 
us,  and  to  each  of  you  auxilians  for  your  individual 
and  collective  contributions. 

‘Tis  not  the  candle  that  makes  the  light.  Tis  the 
air  of  hole  ’round  it  that  glows  so  bright.  ” unknown 
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This  space  contributed  as  a public  service. 


$500,000,000  OF  RESEARCH 
HELPED  CLIFF  SHAW 
PLAY  BASEBALL  AT  AGE  85. 


In  November  1973,  Cliff  Shaw  was  stricken  with 
cancer. 

Fortunately,  it  was  detected  early  enough.  And  with 
surgery.  Cliff  was  able  to  continue  living  a healthy,  active  life. 

There  was  a time  when  such  a diagnosis  was  virtually 
hopeless. 

But  today,  cancer  is  being  beaten.  Over  the  years,  weVe 
spent  $500,000,000  in  research.  And  we’ve  made  great 
strides  against  many  forms  of  cancer. 

With  early  detection  and  treatment,  the  survival  rate 
for  colon  and  rectal  cancer  can  be  as  high  as  75%.  Hodgkin’s 
disease,  as  high  as  74%.  Breast  cancer,  as  high  as  90%. 

Today,  one  out  of  two  people  who  get  cancer  gets  well. 

It’s  a whole  new  ball  game. 


yAAAERICAN  CANCER  SOQETY^ 

^ Help  us  keep  winning. 


SOUTH  DAKOTA 


This  Is  Your  Medical  Association 


Milton  Mutch,  Jr.,  M.D.  has  been  accepted  into 
membership  in  the  Society  of  Reproductive  Sur- 
geons. A membership  in  this  society  consists  of 
surgeons  with  special  capabilities  in  reproductive 
surgery. 

* * * * 

A new  physician  to  South  Dakota  is  Aleksandra 
Laput,  M.D.,  who  began  her  pediatric  practice  at 
the  McGreevy  Clinic  in  Sioux  Falls.  Dr.  Laput,  a 
native  of  Poland,  received  her  medical  degree  from 
the  Medical  Academy  in  Bialystoh,  Poland  in  1979. 
She  completed  an  internship  in  Bialystoh  in  1980 
and  a pediatric  residency  in  New  York  in  October 
1986,  at  which  time  she  came  to  Sioux  Falls  to 
begin  practice. 

* * * Hs 

Russell  Galatzan,  M.D.  has  begun  his  practice  in 
pediatrics  in  Mitchell.  Dr.  Galatzan,  a native  of  El 
Paso,  Texas,  received  his  MD  degree  from  the  Uni- 
versity of  Arkansas,  Little  Rock,  Arkansas  in  1977. 
He  completed  both  a pediatric  residency  and  pedia- 
tric internship  at  the  David  Grant  Medical  Center, 
Travis  AFB,  California  in  1981.  He  practiced  gen- 
eral pediatrics  from  1981-1986  at  both  the  USAF 
Hospital  in  Japan  and  USAF  Hospital  in  Fairchild 
AFB,  Washington.  Dr.  Galatzan’ s wife’s  name  is 
Rashke. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


Gene  F.  Gurrish,  M.D.,  Sioux  Falls,  has  passed 
his  board  examinations  and  is  now  a diplomate  of 
the  American  Academy  of  Dermatology. 

* * * * 

Paul  L.  Carpenter,  M.D.,  Sioux  Falls,  is  one  of 
twenty-one  Fellows  of  the  American  College  of  Car- 
diology who  has  been  appointed  to  serve  on  the 
Board  of  Governors  for  a 3-year  term  to  begin  im- 
mediately following  the  College’s  36th  annual  Sci- 
entific Session  in  New  Orleans. 

* * * * 

Dr.  Thomas  Huber,  Pierre,  has  been  recertified  as 
a diplomate  of  the  American  Board  of  Family  Prac- 
tice as  a result  of  passing  a recertification  exam. 

continued  next  page 


Otolaryngologist 

Otolaryngologist  sought  to  join  well  es- 
tablished Multi-specialty  group  in  North 
Dakota.  Offering  highly  competitive  fi- 
nancial package,  including  malpractice 
and  relocation.  Coverage  offered  by 
existing  otolaryngologists.  Highly  mo- 
tivated staff  in  state  of  the  art  facility. 

For  more  information  write: 

Durham  Medical  Search 
6300  Transit  Road 
Depew,  NY  14043 

or  call— 800-633-7724 


APRIL  1 987 


33 


Dr.  Walter  Carlson,  Sioux  Falls,  was  recently  in- 
ducted as  a Fellow  of  the  American  Academy  of 
Orthopaedic  Surgeons  at  the  group’s  54th  annual 
meeting. 

* * * * 

Dr.  Genaro  Salazar  has  begun  his  pediatric  prac- 
tice in  Vermillion.  Dr.  Salazar  received  his  MD 
degree  in  1978  from  the  University  of  Minnesota 
Medical  School.  He  completed  a pediatric  residency 
in  1981  at  the  University  of  Minnesota  Hospitals. 
He  practiced  pediatrics  in  Carroll,  Iowa  for  6 years 
before  coming  to  Vermillion. 

Dr.  Salazar  and  his  wife  have  three  sons. 

* * * * 

The  people  of  Wagner  honored  Dr.  B.  T.  Brook- 
man  upon  his  recent  retirement  from  the  medical 
profession.  He  was  bom  in  Trenton,  New  Jersey 
but  was  raised  in  Vermillion  so  he  feels  like  a native 
South  Dakotan.  Dr.  Brookman  received  his  BA  de- 
gree and  his  first  two  years  of  medical  school  from 
the  University  of  South  Dakota  and  he  received  his 
MD  degree  from  the  University  of  Tennessee  School 
of  Medicine  in  1943.  In  1945  Dr.  Brookman  joined 
the  Army  Medical  Corps  where  he  met  his  wife 
Troy  Nell  who  was  an  Army  nurse. 

Dr.  Brookman  entered  civilian  medical  practice 
in  1947.  He  practiced  in  Chamberlain  until  1950 
when  he  moved  to  Arkansas  for  a few  years.  In 
1952,  he  returned  to  South  Dakota  to  practice  gen- 
eral medicine  in  Wagner  until  his  retirement. 

* * * 

Dr.  Larry  L.  Wehrkamp,  Fort  Meade,  was  re- 
cently initiated  into  the  Fellowship  of  the  American 
College  of  Surgeons. 


To  lose  a friend 
is  the 

greatest  of  all  losses 

Jerry  Maginn  Wyeth 


Drs.  Homer  Stensrud  and  Bernard  Heilman,  both 
of  Madison;  Michael  Crandell,  Kennebec;  Jerome 
Bentz,  Platte;  Robert  Shaskey,  Brookings;  and 
Robert  Foley,  Tyndall  have  all  recently  completed 
continuing  education  requirements  to  retain  active 
membership  in  the  American  Academy  of  Family 
Physicians. 

sH  * * * 

Neyton  Baltodano,  M.D.,  an  internal  and  family 
medicine  physician,  from  Lake  Preston,  has  written 
and  published  a manual,  titled  “Manual  of  Clinical 
Pharmacology  for  the  Rural  Practitioner.  ’ ’ 


Orthopedic  Surgeon 

Prestigious  Multi-specialty  group  in 
North  Dakota  seeking  third  Orthopedic 
Surgeon.  Must  be  board  certified  or 
board  eligible.  Excellent  income  and 
growth  potential  in  state  of  the  art  fa- 
cility. Family  oriented  community  with 
abundant  recreational  opportunities. 

For  more  information  send  curricu- 
lum vitae  to: 

Durham  Medical  Search 
6300  Transit  Road 
Box  478 

Depew,  New  York  1 4043 
or  call  — 1-800-633-7724  (USA) 
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Unexplained  Death  Follows 
Routine  Surgery 

ICA  Malpractice  Case  History 

4 4 I ^OCTOR,  COME  QUICK.”  These  words  be- 
JL^ gan  a nightmare  for  a plastic  surgeon,  his 
staff  and  the  surviving  husband  and  family  of  a 33- 
year-old  patient  who  underwent  surgery  and  died 
shortly  thereafter. 

Surgery  began  routinely  at  8:15  a.m.  in  the  board 
certified  plastic  surgeon’s  office  surgical  suite.  Bi- 
lateral augmentation  mammoplasty  was  carried  out 
using  a local,  a combination  of  Xylocaine,  Meper- 
gan  and  Nembutal.  The  patient  was  maintained  con- 
tinuously on  a cardiac  monitor  during  the  surgery 
and  showed  no  abnormalities  during  the  procedure. 
She  did  experience  moderate  discomfort  and  several 
times  said  parts  of  the  dissection  were  causing  pain. 

Upon  completion  the  patient  sat  up  at  the  sur- 
geon’s request,  and  the  bandage  was  applied.  She 
moved  to  a stretcher  and  was  transported  to  the 
recovery  bed,  a distance  of  about  eight  to  ten  feet. 

Preparations  were  made  to  start  a second  surgery 
with  this  patient  being  checked  on  several  times  by 
a nurse.  At  one  point  the  nurse  asked  her  to  turn 
from  her  side  to  her  back  to  avoid  pressure  on  the 
implants.  She  responded  “OK,”  and  turned  onto 
her  back  as  requested.  As  the  second  surgery  started, 
the  nurse  checked  again  on  the  woman  in  recovery. 
When  she  could  detect  no  pulse,  she  shouted  for 
the  surgeon  to  come.  The  lapse  of  time  from  the 
previous  check  was  in  question.  It  was  approxi- 
mately five  to  ten  minutes. 

Help  was  requested  immediately  from  a nearby 
surgicenter.  Numerous  personnel  arrived  and  co- 
ordinated CPR  was  begun  and  maintained.  At  this 
point  records  of  resuscitation  attempts  were  being 
written  separately  by  two  nurses  from  the  surgicen- 
ter. 

Despite  restoring  the  electrical  heartbeat  on  EKG, 
they  could  not  maintain  any  sustained  peripheral 
pulses.  An  ambulance  was  called  and  the  woman 
was  transported  to  a hospital  where  resuscitation 
attempts  were  continued.  However,  they  failed  and 
the  woman  was  pronounced  dead  at  1:00  p.m. 

An  autopsy  revealed  recent  thrombosis  secondary 
to  a myocardial  infarction.  Evidence  also  existed  of 
atherosclerotic  plaque  occluding  left  anterior  de- 
scending. (The  woman  was  a heavy  smoker.)  Plain- 
tiff (husband)  disputed  these  findings  claiming  the 

This  article  is  reprinted  with  permission  from  PLN,  December 
1986  issue,  a publication  of  Insurance  Corporation  of  America, 
Houston,  Texas. 


pathologist  “covered  up”  for  the  surgeon. 

After  exhaustive  discovery  efforts  and  extensive 
defense  costs,  the  company  settled  this  case  in  ex- 
cess of  $425,000. 

Comments 

In  addition  to  the  alleged  cover-up,  this  case  pre- 
sented the  following  allegations,  some  of  which  were 
detrimental  to  our  insured.  Their  combination 
prompted  ICA  to  settle  the  case. 

1 . Plaintiff  had  an  independent  pathologist  who  said 
there  was  no  coronary  occlusion  and  that  the 
blood  clot  occurred  as  a result  of  the  trauma  to 
the  heart  both  from  the  attack  itself  and  from 
CPR  efforts. 

2.  The  three  drugs  used  for  the  anesthetic  in  this 
particular  combination  and  dosage  were  ques- 
tioned. 

3.  The  surgeon’s  office  did  not  meet  the  criteria 
necessary  to  be  certified  as  an  ambulatory  sur- 
gical center  and  therefore  could  not  meet  the 
standard  of  care  in  this  case,  plaintiff  contended. 

4.  The  hospital  physician’s  testimony  that  the  pa- 
tient was  already  dead  when  she  arrived  adds 
credence  to  the  argument  she  should  have  been 
moved  there  sooner. 

5.  If  she  had  been  in  a hospital  setting  initially,  she 
could  have  undergone  an  emergency  bypass. 

6.  CPR  efforts  were  somewhat  chaotic  and  con- 
fusing, and  there  was  some  question  as  to  whether 
the  surgeon’s  defibrillator  was  functioning.  Two 
salesmen  happened  to  be  at  the  surgicenter  when 
the  call  for  help  came,  and  they  are  the  ones 
who  brought  in  another  defibrillator,  a Life-Pak 
7,  which  was  then  used  on  the  patient. 

7.  The  plaintiff  claimed  the  surgeon  did  not  ade- 
quately inform  him  and  his  wife  of  the  proce- 
dure. Particularly,  no  mention  of  possible  com- 
plication was  given. 

8.  The  patient’s  vital  signs  were  not  recorded  in 
the  surgeon’s  office  and  no  written  record  ex- 
isted until  CPR  efforts  were  well  underway. 

9.  The  major  weakness  in  the  case  is  the  fact  the 

patient  deteriorated  in  recovery  with  no  one  in 
attendance.  (Plaintiff  also  claimed  the  nurses  were 
inadequately  trained.)  The  time  between  the  RN 
leaving  the  patient  and  the  commencement  of 
CPR  efforts  was  five  to  ten  minutes  (conflict  in 
testimony  and  records).  Even  if  a jury  were  to 
believe  our  insured’s  argument  as  to  cause  of 
death,  there  remains  the  argument  that  the  woman 
could  have  been  saved  had  CPR  been  initiated 
immediately.  ■ 
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Family  Practice  & 
Internal  Medicine 
Physicians  Needed 

A large  well  established  multispecialty 
group  in  North  Dakota  is  seeking  family 
practitioners  and  internists  for  several 
different  satellites.  The  main  clinic  is  a 
major  referral  center,  representing  all 
medical  specialties.  Generous  guar- 
antee with  an  incentive  plan,  paid  mal- 
practice insurance,  vacation  and  CME 
leave.  These  progressive  communities 
offer  an  excellent  life  style  and  potential 
to  build  a thriving  and  rewarding  prac- 
tice. For  further  information  contact: 

Durham  Medical  Search,  Inc. 

6300  Transit  Road,  Box  478 

Depew,  New  York  14043 

or  call:  1-800-633-7724  (USA) 


The  PHYSICIAN 
REHABILITATION 
PROGRAM  of  the  South 
Dakota  State  Medical 
Association 
608  West  Ave.,  N. 

Sioux  Falls,  SD  57104 
(605)  336-1965 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well 
as  those  with  emotional  and 
psychiatric  disorders. 

All  referrals  and  information  remains 
confidential. 


Radiologists  Needed 

Progressive  5 physician  group  is 
seeking  two  radiologists  to  join  its  ex- 
panding practice  in  Upper  Midwest. 
One  position  will  assist  the  group  in 
providing  services  to  a large  hospital 
and  large  multi-specialty  clinic  practice. 
Experience  in  all  modalities  is  essen- 
tial. 

The  second  position  will  provide  gen- 
eral radiography,  mammography  and 
ultrasound  for  several  small  rural  hos- 
pitals. 

Both  positions  offer  attractive  com- 
pensation and  benefits  along  with  the 
opportunity  to  practice  high-quality 
medicine.  Submit  CV  and  cover  letter 
explaining  expectations  to: 

President 

P.O.  Box  3160 

Dubuque,  Iowa  52004-3160. 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North, 

Sioux  Falls,  SD 

Subscription  $10.00  per  year  $1.50  per  copy 

Foreign  $15.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all 
publications  of  the  Journal  of  Medicine  should  be  typewrit- 
ten, double-spaced  and  the  original  copy,  not  the  carbon 
should  be  submitted.  An  abstract  of  100-200  words  should 
accompany  each  scientific  article.  Footnotes  should  conform 
with  the  requirements  for  manuscripts,  and  each  manuscript 
should  include  the  name  of  the  author,  title  of  article  and  the 
location  of  the  author.  The  used  manuscript  is  not  returned 
but  every  effort  will  be  made  to  return  manuscripts  not 
accepted  or  published  by  the  Journal  of  Medicine.  Articles 
are  accepted  for  publication  on  condition  they  are  contributed 
solely  to  this.  Journal. 

ILLUSTRATIONS:  Satisfactory  photographs  or  drawings 
are  supplied  by  the  author.  Each  illustration,  table,  etc., 
should  bear  the  author’s  name  on  the  back.  Photographs 
should  be  clear  and  distinct.  Drawings  should  be  made  in 
black  India  ink  on  white  paper.  Used  illustrations  are  re- 
turned after  publication  if  requested. 
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PRACTICE 

OPPORTUNITY 

Pediatrician:  Practice  opportunity  for 
Board  Eligible/Board  Certified  Pedia- 
trician in  a warm  and  friendly  commu- 
nity in  Eastern  South  Carolina,  North 
Myrtle  Beach  vicinity.  Ideal  recreational 
opportunities  to  include  the  beach,  sail- 
ing, fishing,  tennis  and  golf.  The  pedi- 
atric practice  Is  very  well  established. 
Excellent  financial  package  from  hos- 
pital — a 1 05  bed  modern  hospital  with 
a 40  bed  Extended  Care  facility.  Con- 
tact Alton  Ewing,  Assistant  Administra- 
tor, Loris  Community  Hospital,  Loris, 
SC  29569,  telephone  (803)  756-4011. 


Physician  Retiring 

Successful  Omaha  physician  with  growing 
primary  care  and  general  surgery  practice 
is  preparing  to  retire. 

Future  direction  of  the  practice  will  de- 
pend on  interests  of  new  physician(s)  who 
acquire  ownership.  Our  client  will  remain 
in  practice  for  one  to  three  years  on  fulltime 
or  parttime  basis  to  assist  with  transition 
of  existing  patients  to  new  physician(s),  and 
to  arrange  introductions  to  hospital  per- 
sonnel, referring  physicians. 

Sale  terms  are  very  flexible. 

If  interested  send  curriculum  vitae  with 
letter  describing  your  interests.  Include  after 
hours  telephone  number.  Direct  inquiries 
to:  Edmund  J.  Leslie,  Leslie  Associates, 
200  Kiewit  Plaza,  3555  Farnam,  Omaha, 
Nebraska  68131 . 


1 987 

ANNUAL  MEETING 
SOUTH  DAKOTA  STATE  MEDICAL 

ASSOCIATION 

June  4-7,  1987 

Howard  Johnson  Motor  Lodge 
Sioux  Falls,  South  Dakota 

Special  Scientific  Program  — TRANSPLANTATION  FOR  THE  80’S  AND  BEYOND 

House  of  Delegates — Friday  and  Sunday  mornings 
AMA-ERF  Benefit  — Toast  to  Dr.  Robert  Quinn  — Friday  evening 
Specialty  Society  Luncheons  and  Meetings  — Saturday  noon 
Annual  Banquet  and  Entertainment  — Saturday  evening 

PLAN  TO  ATTEND  — MAKE  YOUR  RESERVATIONS  NOW 
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Future  Meetings 


May 

Microsurgical  Solutions  to  Reconstructive  Problems  in  the 
Extremities,  Westin  Hotel  O’Hare,  Chicago,  IL,  May  9. 
Fee:  $345.  8 hrs.  AM  A Category  I credit.  Contact:  Am. 
Society  for  Surgery  of  the  Hand,  3025  S.  Parker  Rd.,  #65, 
Aurora,  CO  80014.  Phone:  (303)  755-4588. 

5th  World  Congress  on  Emergency  and  Disaster  Medicine, 

Rio  de  Janeiro,  Brazil,  May  13-16.  Fee:  $300.  Contact:  Dr. 
Brenildo  Tavares,  The  Congress  Secretariat,  5th  World  Con- 
gress, C Postal  14700  Rio  de  Janeiro,  Brazil.  Phone:  (021) 
222-7640. 

44th  Annual  Meeting  of  the  American  Geriatrics  Society 
and  the  8th  Annual  Meeting  of  the  American  Federation 
for  Aging  Research,  Hyatt  Regency,  New  Orleans,  LA, 
May  14-17.  Fee:  $275.  23.5  hrs.  AMA  Category  I credit: 
Contact:  The  Am.  Geriatrics  Soc.  770  Lexington  Ave. , Suite 
400,  New  York,  NY  10021.  Phone:  (212)  308-1414. 

North  American  Primary  Care  Research  Group  — 15th 
Annual  Meeting,  Hyatt  Regency  Hotel,  Minneapolis,  MN, 
May  17-20.  Fee:  $215.  17.25  hrs.  AAFP  AMA  Category 
I credit.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420 
Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612) 
626-5525. 

Fourth  Annual  Gynecologic  Oncology  Symposium,  Radis- 
son  Univ.  Hotel,  Minneapolis,  MN,  May  19.  Fee:  $105. 
CME  credit  avail.  Contact:  CME,  U.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 

Current  Concepts  in  Radiation  Therapy,  Mayo  Mem.  Aud. , 
U.  of  Minn.,  Minneapolis,  MN,  May  20-22.  Fee:  $300. 
CME  credit  avail.  Contact:  CME,  U.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 

Family  Medicine  Update,  Okoboji,  lA,  May  22-24.  CME 
credit  avail.  Contact:  Fred  Pettid,  M.D.,  Prog.  Dir.,  Creigh- 
ton Univ.  School  of  Med.,  Div.  of  Cont.  Ed.,  Omaha,  NE 
68178.  Phone:  1-800-228-7212. 

37th  Annual  Meeting  of  the  American  College  of  Sports 
Medicine,  Bally’s  — Las  Vegas  Hotel,  Las  Vegas,  NV, 
May  27-30.  Contact:  Nora  Perry,  Am.  Coll,  of  Sports  Med., 
P.O.  Box  1440,  Indianapolis,  IN  46206-1440.  Phone:  (317) 
637-9200. 

Surgery  for  the  Primary  Care  Physician,  Grandview  Lodge, 
Brainerd,  MN,  May  29-31.  Fee:  $50.  CME  credit  avail. 
Contact:  CME,  U.  of  Minn. , Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 


June 

Unstable  Coronary  Lesions,  Sheraton  Park  Place  Hotel,  St. 
Louis  Park,  MN,  June  4-5.  Fee:  $125.  CME  credit  avail. 
Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 

Maurice  E.  Grier  Symposium  (OB-GYN),  Marriott  Hotel, 
Omaha,  NE,  June  6.  CME  credit  avail.  Contact:  James  Daly, 
M.D.,  Prog.  Dir.,  Creighton  Univ.  School  of  Med.,  Div. 
of  Cont.  Ed.,  Omaha,  NE  68178.  Phone:  1-800-228-7212. 

Doppler  and  2-D  Echocardiography,  Chicago,  IL,  June  7- 
13.  39  hrs.  AMA  Category  I credit.  Contact:  Lisa  Krehbiel, 
Inst,  for  Medical  Studies,  30131  Town  Ctr.  Dr.,  Suite  215, 
Laguna  Niguel,  CA  92677.  Phone:  (714)  495-4499. 


Frontiers  in  Laboratory  Medicine  and  Pathology,  Radisson 
Univ.  Hotel,  Minneapolis,  MN,  June  10-12.  Fee:  $225.  CME 
credit  avail.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC, 
420  Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone: 
(612)  626-5525. 

Management  of  Clinically  Localized  Prostate  Cancer,  Masur 
Aud.,  Nat’l.  Inst,  of  Health,  Bethesda,  MD,  June  15-17.  14 
hrs.  AMA  Category  I credit.  Contact:  Nancy  Cowan,  Pros- 
pect Asso.,  1801  Rockville  Pike,  Suite  500,  Rockville,  MD 
20852.  Phone:  (301)  468-6555. 


Update  on  General  Pediatrics,  Jackson  Hole  Racquet  Club, 
Jackson,  WY,  June  28-July  2.  Contact:  Marge  Adey,  Ctr. 
Cont.  Ed.,  U.  of  Neb.  Med.  Ctr.,  42nd  & Dewey  Ave., 
Omaha,  NE  68105.  Phone:  (402)  559-4152. 


July 

Sports  Medicine  Update  1987,  Jackson  Hole  Racquet  Club, 
Jackson,  WY,  July  5-9.  Contact:  Marge  Adey,  Ctr.  Cont. 
Ed.,  U.  of  Neb.,  Med.  Ctr.,  42nd  & Dewey  Ave.,  Omaha, 
NE  68105.  Phone:  (402)  559-4152. 


The  Differential  Diagnosis  of  Dementing  Diseases,  Masur 
Aud.,  Nat’l.  Inst,  of  Health,  Bethesda,  MD,  July  6-8.  Con- 
tact: Marti  Bernstein,  Prospect  Asso.,  Suite  500,  1801  Rock- 
ville Pike,  Rockville,  MD  20852.  Phone:  (301)  468-6555. 


Orthopaedic  Surgery:  The  Knee:  Repair,  Reconstruction 
and  Replacement,  Marriott  City  Ctr.,  Minneapolis,  MN, 
July  8-11.  Fee:  $350.  CME  credit  avail.  Contact:  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 


Advances  in  Cardiology,  Country  Inn,  Hancock,  MA,  July 
16-18.  Fee:  $295.  16  hrs.  Category  I credit.  Contact:  Berk- 
shire AHEC,  725  North  St.,  Pittsfield,  MA  01201.  Phone: 
(413)  499-4161,  ext.  2417. 

Interoperative  Radiation:  A New  Combined  Treatment  Ap- 
proach to  Cancer,  Univ.  of  Kans.  Med.  Ctr.,  Kansas  City, 
KS,  July  18.  CME  credit  avail.  Contact:  Eileen  Buttron, 
Univ.  of  Kans.  Med.  Ctr.,  Off.  of  Cont.  Ed.,  39th  & Rain- 
bow Blvd.,  Kansas  City,  KS  66103.  Phone:  (913)  588-4480. 


Culbert 
Davis  Go.^ 


Mailing  Address: 
P.O.  Box  1234 


'lOw/WJiltpiMJtKt 


SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 


AFTER  BUSINESS  HOURS  CALL: 

DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 

336-1090 
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of  Caring 
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There's  never  been 
a better  time  for  her. 
and 

PREMARIN® 

onjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthl'^  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dLto  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dLto  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREAAARIN* 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 


PREMARBM® 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625m 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN<  Brand  of  conjugated  estrogens  Vaginal  Cream  in  a nonliquetying  base 


1.  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA. 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year.  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  or  estrogens  during  the  last  decade.  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4.5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinueo  as  soon  as  possible.  When  prolonged  treatment  is 
medically  indicated , the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  ‘naturar  estrogens  are  more  or  less  hazardous  than  “synthetic’  estrogens  at  equiestrogenic  doses. 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  both  estrogens  and  progestagens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  3()%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects.  One  case  control  study  estimated 
a 4.7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestagens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION;  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters.  Tablets  are  availablein  0.3  mg,  0.625  mg,  0.9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mg  conjugated 
estrogens  per  gram. 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP);  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female 
castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae.  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized. 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS.)  The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 

CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 . 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia.  3.  Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4.  Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning.)  At  the  present 
time  mere  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement.  Users  of  oral 
confraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction . Cases  of  refinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization.  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed . Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysrunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated . Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete.  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expecfed  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b.  Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced platelet  aggregability. 

c.  increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  free  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

f.  Reduced  response  to  metyrapone  test. 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration.  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk. 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea;  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema:  changes  in  libido. 

ACUTE  DVtRDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATION; 

PREMARIN®  Brand  of  conjugated  estrogens  tablets,  USP 

1 . Given  cyclically  for  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 .25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  snould  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2,  Given  cyclically:  Female  castration.  Osteoporosis.  Female  castration— 1.25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Osteoporosis  —0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  for  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals. 

Usual  dosage  range:  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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Logical 
for  the  duodenal 
ulcer  patient 
over  55 


Decreased  mucosal 
resistance  may  be  the 
major  factor  in  ulcer  formation 
for  patients  over  age  55.' 


• Studies  suggest  that  only  about  30% 
of  ulcer  patients  over  55  have  hyper- 
secretion of  acid-pepsin;  there  is  actu- 
ally a tendency  towards  lower  acid 
secretion  with  advancing  agef' 

A safe,  nonsystemic  alternative: 
Carafate® 

• CARAFATE®  (sucralfate)  offers 
antiulcer  efficacy  comparable  to  H2 
antagonists  without  systemic  side 
effects  or  potential  for  systemic 
drug  interactions. 

• Carafate  works  nonsystemically  to 
enhance  the  body's  own  ulcer-healing 
ability  strengthening  damaged  mucosa 
as  it  protects  the  tissue  from  further  injury. 

• Many  elderly  patients  take  a variety  of 
concomitant  drugs  for  different  con- 
ditions, which  could  lead  to  drug  inter- 
actions if  a systemic  agent  were  used. 


Gastric  secretion  and  age^ 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 


ARAFATE* 

"^sucralfate/Marion 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

(Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simulta- 
neous administration  of  CARAFATE  with  tetracydine,  phenytoin,  or  dmetidine 
will  result  in  a statistically  significant  reduction  in  the  bioavailability  of 
these  agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  pre- 
sumably resulting  from  these  agents  being  bound  by  CARAFATE  in  the 
gastrointestinal  tract.  The  bioavailability  of  these  agents  may  be  restored 
simply  by  separating  the  administration  of  these  agents  from  that  of 
CARAFATE  by  two  hours.  The  clinical  significance  of  these  animal  studies 
is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to 
1 gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses 
up  to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility 
impairment.  Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human 
dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate. 
There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely 
led  to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and 
vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four 
times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100 
and  in  Unit  Dose  Identification  Paks  of  1 00.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Physicians  Needed 

Huron  Clinic  Foundation,  a multispe- 
cialty  group  serving  a trade  area  of  ap- 
proximately 50,000,  has  a practice  sit- 
uation where  several  members  of  the 
staff  are  near  retirement  and  a ready 
practice  would  be  available.  A new 
member  can  start  with  no  cash  invest- 
ment and  receive  a large  number  of 
benefits  including  malpractice  insur- 
ance and  pension  plan.  The  clinic  is 
currently  pressed  for  a family  practice 
or  internal  medicine  physician.  You  may 
contact  any  of  the  staff  members  of 
clinic  manager  at: 

Huron  Clinic 
P.  O.  Box  822 
Huron,  SD  57350 
(605)  352-8691 


Orthopedic  Surgeon 

Prestigious  Multi-specialty  group  in 
North  Dakota  seeking  third  Orthopedic 
Surgeon.  Must  be  board  certified  or 
board  eligible.  Excellent  income  and 
growth  potential  in  state  of  the  art  fa- 
cility. Family  oriented  community  with 
abundant  recreational  opportunities. 

For  more  information  send  curricu- 
lum vitae  to: 

Durham  Medical  Search 
6300  Transit  Road 
Box  478 

Depew,  New  York  14043 
or  call  -1-800-633-7724  (USA) 


Another  patient  benefit  product  from 

I PHARIUCEimCAL  nVlSKW 

MARION 


ImI 


LABORATORIES.  INC. 


1 


WHEN  YOU  HAVE  QUESTIONS, 
WE  FIND  THE  ANSWERS. 


Whether  it  involves  a specific 
claim  payment,  or  a more  general 
inquiry,  just  give  us  a call. 


SOUTH  DAKOTA 
BLUE  SHIELD 


We'll  do  our  best  to  give  you 
a complete,  straightforward 


Kevin  Loge 
Sioux  Falls 
336-1976 


response. 


If  YOU  have  a question,  we'll 
find  the  answer. 


Toll  Free 

Telephone  Number 
1-800-952-1976 


® Registered  Service  Mark  of  the  Blue  Cross  and  Blue  Shield  Association 
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HELP  SOUTH  DAKOTA’S  MEDICAL  SCHOOL! 
HELP  SOUTH  DAKOTA’S  MEDICAL  STUDENTS! 

The  South  Dakota  Medical  School  Endowment  Asso- 
ciation is  trying  to  do  just  that.  We  make  low  interest 
(6%)  loans  to  medical  students  who  are  attendingthe 
University  of  South  Dakota  School  of  Medicine. 

Loans  granted  have  far  exceeded  donations  received 
during  the  past  ten  years. 

—PLEASE  HELP  US  HELP  THEM— 

There  are  many  ways  to  do  this: 

— Send  us  a check 
— Remember  us  in  your  will 
— Make  us  a beneficiary  on  an  insurance  policy 
— Buy  shares  of  stock  in  our  name 

Send  your  contributions*  to: 

South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 

* Tax  deductible 
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University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


Psychiatric  Manifestations  of  Porphyria 

A case  of  porphyria  with  psychiatric  symptoms  is  presented  and  a review  of  psychiatric 
manifestations  of  porphyria  and  suggestions  for  treatment  is  summarized. 


Lynn  Scott,  M.D.* 
David  W.  Bean,  M.D.f 


ABSTRACT 

Porphyria  is  a rare,  metabolic  disease,  yet  due 
to  its  small  but  significant  prevalence  in  the  psy- 
chiatric population,  the  index  of  suspicion  for 
this  disease  should  be  high  in  patients  presenting 
with  a combination  of  psychiatric  symptoms 
(ranging  from  hyperirritability  to  frank  psy- 
chosis), pain  (abdominal  or  extremity),  pares- 
thesias or  polyneuropathy  and  photodermatitis. ^ 
A case  study  is  presented  of  a 77  year  old  fe- 
male who  had  multiple  hospitalizations  over  a 
two  year  period  in  general  medical  wards  for 
depression,  hypertension,  hyponatremia,  delir- 

CASE  STUDY 

IN  July  1985,  Mrs.  F.,  a 77  year  old  widow  was 
admitted  to  the  psychiatric  unit  of  a private  gen- 
eral hospital  under  an  emergency  Mental  Health 
Board  legal  “hold”  after  expressing  feelings  of  de- 
spondency and  wishes  to  commit  suicide.  On  the 
morning  of  admission  her  son  had  taken  her  to  a 
nursing  home,  at  which  time  she  became  highly 
agitated,  struck  the  nursing  home  administrator  and 
threatened  suicide.  During  the  seven  months  prior 
to  admission,  she  had  experienced  complaints  of 
depression,  loss  of  appetite  with  a forty  pound  weight 
loss,  slowness  in  thinking,  and  a sleep  disturbance 
characterized  by  early  morning  awakening. 

Mrs.  F.  first  experienced  a major  depression  as 
her  menopause  began  in  1963  at  the  age  of  52, 


* Lynn  Scott,  M.D.,  Resident  in  Internal  Medicine,  University 
of  Nebraska  School  of  Medicine,  Omaha,  NE. 
t David  W.  Bean,  M.D. , Professor  and  Chairman,  Department 
of  Psychiatry,  USD  School  of  Medicine,  Sioux  Falls,  SD. 


ium,  and  abdominal  pains,  who  was  ultimately 
diagnosed  as  experiencing  acute  hepatic  porphy- 
ria. As  illustrated  by  this  case,  patients  which 
porphyria  may  present  with  repeated  episodes  of 
vague  and  various  psychiatric  manifestations 
precipitated  by  stress,  malnutrition,  or  pre- 
scribed medications. 

Along  with  removal  of  offending  medications, 
and  assurance  of  an  adequate  carbohydrate  diet, 
prevention  of  porphyric  attacks  remains  a major 
aspect  of  treatment. 


which  was  treated  by  her  physician  with  supple- 
mental estrogen.  In  July  1984,  at  age  74,  she  was 
hospitalized  for  acute  delirium,  which  cleared  three 
days  after  treatment  was  begun  for  a urinary  tract 
infection.  When  discharged  from  that  hospitaliza- 
tion, she  was  placed  on  Nortriptyline  30mg/day  and 
Methylphenidate  5mg/day.  She  was  readmitted  to 
the  hospital  four  days  later  with  complaints  of  nau- 
sea, vomiting  and  gagging  episodes  and  then  re- 
ceived a diagnosis  of  Atypical  Depression.  At  that 
hospitalization  other  problems  were  noted  including 
hypertension  (150/110),  moderate  hyponatremia 
(Na+  126),  slight  kypokalemia  (K-f  3.3),  mild 
hypochloremia  (Cl-91)  and  slight  hypercalcemia 
(Ca+  10.5). 

In  April,  1985,  at  age  77,  after  a history  of  vague 
abdominal  complaints  a laparotomy  and  total  ab- 
dominal hysterectomy  and  bilateral  salpingo- 
oophorectomy  were  performed  with  findings  of  only 
“benign  pathology.”  At  discharge  the  patient  was 
prescribed  Methylphenidate,  Diazepam,  and  Pra- 
zosin in  unknown  doses.  Two  months  later  she  was 
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TABLE  II 

2. 

NONPORPHYROGENIC  MEDICATIONS'  s.  i, 

Antimicrobials 

Analgesics 

3. 

Penicillins 

Morphine 

Cephalosporins 

Droperidol 

Aminoglycosides 

Methadone 

4. 

Erythromycin 

Non-steroidal 

Anesthetics 

Aspirin 

Ether 

Codeine 

5. 

Nitrous  oxide 

Propoxyphene 

Procaine 

Indomethacin 

6. 

Bupivacaine 

Naprocin 

7. 

Anticonvulsants 

Mefenamic  acid 

Bromides 

Ibuprofen 

Sulindac 

Tranquilizers 

Fenoprofen 

8. 

Chloral  hydrate 

Lorazepam 

Chlorpromazine 

Anti-gout 

Colchine 

Allopurinol 

9. 

Psycho-analeptics 

Nortriptyline 

Lithium 

Anti-rheumatic 

Penicillamine 

10. 

Methylphenidate 

Muscle  relaxants 

Antihistamines 

Diphenhydramine 

Tubocurarine 
Succinyl  choline 
Propantheline  bromide 

11. 

Hormones 

Anti-thyroid 

Thyroxine 

Antidiabetic 

Insulin 

Anticholinesterases 

Neostigamine 

Prostigamine 

12. 

13. 

Miscellaneous 
Vitamin  a-k 

14. 

Cardiovascular 

EDTA 

Atropine 

Digitalis 

Adrenalin 

Clofibrate 

AMP 

Anticoagulants 

Dicynarik 

Heparin 

15. 

Diuretic  Mercury 

16. 

Bumetamide 

Acetazolamide 

Thiazides 

17. 

Antihypertensives 

18. 

Beta  blockers 

Guanethidine 

Reserpine 

19. 

Labetalol 

Diazoxide 

20 

21 

imbalance,  SIADH,  hypertension,  tachycardia. 

polyneuropathy  and  other  neurologic  manifestations 

should  be  evaluated  for  porphyria.^  A thorough  his- 

tory  may  reveal  precipitating  agents  such  as  medi- 
cations, physical  illness,  stress,  cyclic  menstrual 
changes,  malnutrition  or  excessive  use  of  alcohol. 

Prevention  of  attacks  is  an  important  aspect  of 
long  term  treatment.  In  any  patient  suspected  of 
having  porphyria,  potential  offending  medications 
should  be  avoided  and  a high  carbohydrate  diet  in- 
stituted, while  awaiting  confirmatory  laboratory  re- 
sults . 
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Tb  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  stcurtedon 

INDERAL  LA  stayed  on  INDERAL  LA‘. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifly-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncomplicmt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


H ONCE-DAILY  m H 

nderalla 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

’After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60. 80. 120.  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-terrri  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and_ propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 


cardiogenic  shock:  2)  sinus 


CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


ONCE-DAILY 

60  mg  80  mg  120  mg 

160  mg 

INDERAH  LA 

LAIS8 

(PROPRANOLOL  HCl) 

38  E..9HII 

LONG  ACTING  CAPSULES 

be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  toa^ 
return  of  increased  intraocular  pressure, 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks  or  orthostatic 
hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  tor  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol, 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  In  increased  plasma 
levels  of  both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol, 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  (Taution  should  be  exercised 
when  INDERAL(propranolol  HCl)  is  administered  to  a nursing  woman, 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypoten- 
sion; paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the 
Raynaud  type. 

Central  Nervous  System:  Light-headedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances:  hallucinations:  vivid  dreams:  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors, 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  Is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures. 

INDERAL  (propranolol  HCl),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers, 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
^ beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected.  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels. 

'^^'^^OTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case,  this  resulted  after  an  initial  dose  of  5 ma 
propranolol. 

PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function.  INDERAL  (propranolol  HCl)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 


memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy, and  vivid 
dreams  appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronies  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol, 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL,  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  1 60  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should 
be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 

W66kS. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  oTfhe  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program.  Data  on  file,  Ayerst  Laboratories. 

2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985;  145:1321-1323. 
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A Potpourri 

ONE  YEAR  AGO  as  I began  the  task  of  preparing 
text  for  the  small  inset  in  the  South  Dakota 
Journal  of  Medicine  reserved  for  the  SDSMA  pres- 
ident, I wondered  whether  there  would  be  sufficient 
material  over  a year’s  time  to  write  about  and  sustain 
both  your  interest  and  mine.  Certainly  that  was  a 
naive  concern.  The  past  year  has  been  full  of  ac- 
tivity, continued  movement  in  many  directions  that 
profoundly  affects  our  profession,  and  challenges 
on  both  the  scientific  and  socio-economic  fronts. 
At  the  risk  of  sounding  a bit  maudlin,  let  me  simply 
say  I have  enjoyed  the  responsibility  of  participating 
as  a contributor  to  our  small  but  important  publi- 
cation. Perhaps  the  stimulus  of  writing  regularly 
again,  putting  new  ink  into  a pen  long  laid  aside 
from  college  days  where  assignments  as  a feature 
writer  for  a campus  newspaper  developed  a measure 
of  discipline  for  meeting  deadlines,  will  energize 
more  random  efforts  on  occasion. 

I should  not  neglect  to  call  to  your  attention  the 
good  fortune  that  we  have  in  the  existence  of  a 
publication  such  as  the  South  Dakota  Journal  for 
the  membership  of  our  state  association.  There  have 
been  times  in  years  past  when  considerable  delib- 
eration about  the  feasibility  of  continuing  the  Jour- 
nal occupied  the  attention  of  executive  committees 
and  councils.  The  personal  contributions  in  time  and 
effort  towards  its  support  in  personages  such  as  Dr. 
Robert  Van  Demark,  our  long-standing  editor-in- 
chief  and  Dr.  John  Barlow  who  labored  so  many 
years  to  provide  a strong  regular  scientific  base  in 
his  CPC  contributions  from  the  local  training  pro- 
grams in  Sioux  Falls,  Yankton  and  Rapid  City,  will 
probably  go  unmatched  for  years  to  come.  A strong 
link  has  been  forged,  however,  with  the  School  of 
Medicine  and  the  existence  of  such  a resource  as 
the  Journal  will  now  permit  our  doctors-in-training, 
along  with  their  staff  mentors  and  research  directors 
to  have  ready  access  to  a vehicle  for  presentation 
of  their  work,  and  provide  them  with  the  thrill  of 
seeing  their  individual  scripts  placed  “ . . . into  the 
literature  . . . ”!  Not  every  state  finds  it  possible 
or  expedient  for  various  reasons  to  maintain  a 
monthly  publication  of  such  calibre.  This  is  one 
means  to  help  maintain  our  cohesiveness  as  an  or- 
ganization and  identity  as  a quality  outfit.  Let  us 
continue  to  nurture  and  support  it,  in  part  with  our 
association  dues  that  we  pay  each  year,  but  equally 
important,  with  our  own  thoughts  and  contributions 
that  occasionally  come  down  to  us  from  Mt.  Olym- 
pus and  are  worth  jotting  down  on  paper! 

The  SDSMA  Auxiliary  continues  to  thrive.  The 


enthusiasm  which  these  women  bring  to  the  projects 
sponsored  by  their  organization,  namely  the  AMA- 
ERF  fund  raising  throughout  the  year,  and  the  loy- 
alty which  they  manifest  in  their  community  and 
home  to  the  profession  of  which  they  are  such  an 
integral  part  is  a constant  credit  j them  individually 
and  collectively.  It  has  been  a personal  pleasure  to 
share  the  limelight  of  state  leadership  with  Annette 
Sousha.  I’m  sure  many  of  you,  like  myself,  have 
enjoyed  getting  to  know  her  ...  at  least  through 
her  colorful  and  articulate  editorial  comments  pub- 
lished in  the  Journal  ...  if  not  in  direct  contact 
through  meetings  which  she  has  attended  around  the 
state.  She  has  enjoyed  the  support  of  a small  cadre 
of  active  district  representatives  and  state  officers 
all  of  whom  have  worked  diligently  to  maintain  the 
strong  record  of  financial  support  for  the  School  of 
Medicine  which  has  been  their  legacy. 

I would  like  to  say  more,  however  space  dictates 
that  I wind  this  up  shortly.  I will  elaborate  a bit 
more  in  my  report  to  the  House  of  Delegates  on 
other  thoughts  of  interest  or  concern.  As  with  my 
predecessors,  I finish  this  year  even  more  impressed 
with  the  capabilities,  loyalty  and  intensity  of  pur- 
pose that  Bob  Johnson  and  his  administrative  staff 
bring  to  their  duties  as  the  day-to-day  workhorses 
for  the  South  Dakota  Medical  Association.  Al- 
though dollar  costs  in  maintaining  a strong  associ- 
ation continue  to  mount,  my  exposure  in  these  re- 
cent years  to  the  inner  sanctum  of  the  central  office 
leaves  me  convinced  that  we  are  getting  quality 
service  from  these  people  and  that  they  deserve  our 
strong  support  and  continued  expressions  of  appre- 
ciation for  their  efforts. 

A closing  personal  note  . . . Ihlene  and  I have 
thoroughly  enjoyed  making  the  trips  to  your  re- 
spective districts  and  want  to  express  our  personal 
thanks  for  the  kindness  and  hospitality  which  you 
have  shown  to  us  during  the  past  year,  a pattern 
which  I know  is  characteristic  of  the  district  hosts 
throughout  past  years.  It  has  been  a year  that  will 
leave  us  with  many  pleasant  memories  on  which  to 
reflect  in  the  quietude  to  come,  and  an  experience 
that  I am  most  grateful  to  have  been  afforded.  My 
best  wishes  go  to  Dr.  Robert  Ferrell  who  will  take 
up  the  leadership  of  the  SDSMA  shortly.  I know 
you  will  find  him  a vigorous  and  energetic  leader 
who  will  represent  us  all  in  an  outstanding  fashion! 
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Put  an  end 
to  those  monthly 
bookkeeping  chores. 


^rd-Keeping  Checking  Account 

For  Bminess,  Professionals  & Farm  Operators 


How  it  works 


The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 

What  it  costs ...  You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you'll  be 
pleasantly  surprised. 
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Valley  Banks 
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Anorexia  Nervosa 

There  is  disagreement  over  whether  a valid  profile  exists 

Roy  C.  Knowles,  M.D.* 


ABSTRACT 

Anorexia  nervosa  was  first  noted  over  200  years 
ago.  A rather  generous  search  of  journals,  of  just 
the  last  five  years,  reveals  many  attempts  to  come 
to  some  understanding  of  this  condition  and  the 
treatment  required.  This  search  led  to  the  rec- 
ognition that  there  is  much  interest  in  the  subject 
of  anorexia  nervosa,  but  there  is  much  diver- 


JAMES Giannini,  M.D.^  in  the  International 
Journal  of  Psychiatry  and  Medicine,  Volume  11, 
1981-1982  gives  us  a review  of  notions  regarding 
food  and  eating  from  a historical  perspective.  “The 
idea  of  fasting  as  a social  good  has  its  origins  in 
the  Judeo-Christian  view  of  the  need  to  scourge  and 
purify  the  flesh.  The  flesh  was  viewed  as  corrupt 
and  fasting  was  a means  by  which  the  corrupt  por- 
tion of  man  could  be  exorcised.  With  the  rise  of  the 
Christian  church,  the  association  of  food  with  sex- 
uality was  made.  Bocaccio,  in  the  early  Renais- 
sance, commented  acidly  on  the  need  for  weakened 
body  to  protect  against  carnal  desires. 

Thomas  Hobbes,  first  noted  anorexia  in  1668, 
and  about  eighteen  years  later  Richard  Morton  de- 
scribed it  as  a primary  clinical  entity.  In  the  middle 
nineteenth  century,  Charles  Laseque  associated  this 
entity  with  interpersonal  conflicts.  He  also  noted 
the  importance  of  food  intake  as  a controlling  issue. 
Sir  William  Gull  first  applied  the  term  “anorexia 
nervosa”  to  a hysterical  disorder  in  young  females. 
Simmonds  attempted  to  associate  anterior  pituitary 
lesions  with  anorexia  nervosa  and  this  attempt  was 
later  investigated  and  then  disproved  by  Sheehan. 

In  the  twentieth  century  investigators  have  ex- 
amined the  biological,  psychological  and  social  fac- 
tors involved  in  anorexia  nervosa.  Girls  present  with 
the  symptoms  at  a rate  of  ten  to  twenty  times  more 
frequent  than  boys.  While  the  disease  affects  about 
one  person  per  hundred  thousand  it  is  localized  to 
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gence  of  opinion  concerning  what  anorexia  ner- 
vosa is.  In  this  article,  some  of  the  more  widely 
accepted  opinions  will  be  given  with  the  hope  that 
it  will  give  to  the  reader  a flexible,  but  nonethe- 
less, useful  concept  of  this  syndrome.  Case  stud- 
ies will  be  included. 


the  middle  and  upper  classes,  especially  those  groups 
with  upwardly  mobile  attitudes.  The  mortality  rate 
ranges  from  5%-15%  with  an  additional  2%-3% 
dying  of  suicide.  A variety  of  therapeutic  interven- 
tions have  been  reported,  but  no  generally  success- 
ful treatment  has  been  described.  These  occasion- 
ally successful  paradigms  have  included  analysis, 
family  therapy,  behavior  modification,  cyprohep- 
tadine, electroconvulsive  treatment,  thioridazine, 
and  tricyclic  antidepressants. 

The  psychological  studies,  though  interesting, 
have  produced  a hill  of  contradictory  data.  Though 
much  work  still  focuses  on  the  replacement  of  “hun- 
ger” as  a physiological  need  by  “hunger”  as  a 
psychological  experience  the  expected  mispercep- 
tion of  internal  cues  is  an  inconsistent  finding.  Per- 
ceptual, conceptual  and  thought  disturbances  are 
rather  interesting  but  unfortunately  equally  incon- 
sistent findings. 

Biological  and  clinical  data  have  produced  some- 
what more  cohesive  data,  but  these,  too,  have  failed 
thus  far  to  produce  any  further  understanding  of  the 
nature  of  the  disease.  Reversal  of  sexual  develop- 
ment including  prepubertal  luteinizing  hormone  se- 
cretory response,  increase  growth  of  lanugo  hair, 
amenorrhea,  breast  atrophy  and  gradual  disappear- 
ance of  axillary  and  pubic  hair  is  common  finding. 
This  has  been  associated  with  a generalized  slowing 
of  bodily  functioning  including  decreased  basal  met- 
abolic rate,  hypotension,  bradycardia,  cyanosis,  and 
hypothermia.” 

Giannini  finishes  with  a statement  that  as  inter- 
esting as  these  studies  and  reports  are,  we  are  still 
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no  further  than  August  Compte’s  second  level  of 
knowledge.  Having  failed  to  (1)  understand  the  na- 
ture of  the  phenomenon  observed  we  must  be  con- 
tent to  (2)  merely  name  it  and  its  constituent  parts. 
We  have  yet  to  progress  to  the  third  and  true  level 
of  (3)  scientific  knowledge. 

In  the  long-term  outcome  of  an  early-onset  an- 
orexia by  William  J.  Swift,  M.D.*  in  the  Journal 
of  the  American  Academy  of  Child  Psychiatry  1982, 
there  are  reviews  of  work  by  Munuchin,  Cantwell, 
Boetz,  Balanne,  Towland,  Warren,  and  Lesser 
ranging  from  1960  to  1978.  There  appears  some 
suggestion  that  early-onset  anorexia  is  of  better  out- 
come. 

ANOREXIA  NERVOSA  SYNDROME 

Thus  we  begin  to  see  that  in  the  literature  different 
people  are  approaching  anorexia  as  a syndrome 
rather  than  as  a specific  disease  since  they  are  iden- 
tifying different  types.  A few  years  ago  Hilde  Bruch^ 
identified  anorexia  as  a primary  and  secondary  type. 
The  secondary  type  is  one  associated  also  with  psy- 
chotic changes,  and  she  included  bulimia.  Then  we 
add  a differentiation  between  early-onset  and  late- 
onset  anorexia.  A.H.  Crisp,  M.D.^  in  the  Interna- 
tional Journal  of  Psychiatry  and  Medicine,  1982 
defines  a group  of  the  “abnormal/normal  weight 
control  syndrome.”  Then  if  we  add  the  fact  that 
therapists  are  beginning  to  identify  anorexia  starting 
in  mid-life  and  cases  starting  in  the  elderly,  one  can 
see  that  it  is  indeed  a collection  of  symptoms  rather 
than  a specific  disorder. 

DIAGNOSTIC  CRITERIA 

The  two  most  commonly  used  diagnostic  criteria 
for  anorexia  nervosa  are: 

1.  that  by  Feighner  et  al.: 

a.  onset  before  age  twenty-one 

b.  at  least  25%  weight  loss 

c.  bizarre  and  persistent  attitudes  and  be- 
havior toward  food,  eating  and  weight 

d.  no  other  medical  or  psychiatric  disorder 

e.  at  least  two  of  the  following:  lanugo 
(downy  body  hair),  amenorrhea,  bulim- 
ia (binge  eating),  bradycardia,  hyper- 
activity, or  vomiting  (possibly  self-in- 
duced) 

2.  Diagnostic  and  Statistical  Manual  — III 

a.  intense  fear  of  becoming  obese,  which 
does  not  diminish  as  weight  loss  pro- 
gresses 

b.  disturbance  of  body  image,  e.g.,  claim- 
ing to  “feel  fat”  even  when  emaciated 

c.  weight  loss  of  at  least  25%  of  original 
body  weight  or,  if  under  eighteen  years 


of  age,  weight  loss  from  original  body 
weight  plus  projected  weight  gain  ex- 
pected from  growth  charts  may  be  com- 
bined to  make  25% 

d.  refusal  to  maintain  body  weight  over  a 
minimal  normal  weight  for  age  and  height 

e.  no  known  physical  illness  that  would  ac- 
count for  the  weight  loss 

Now  we  must  go  on  to  include  the  diagnostic 
criteria  for  bulimia  since  in  this  review  we  are  in- 
cluding it  as  a subtype  of  anorexia. 

DSM-III 

1 . Recurrent  episodes  of  binge  eating  (rapid 
consumption  of  a large  amount  in  a discrete 
period  of  time,  usually  less  than  two  hours) 

2.  At  least  three  of  the  following: 

a.  consumption  of  high  caloric,  easily  in- 
gested food  during  a binge 

b.  inconspicuous  eating  during  a binge 

c.  termination  of  such  eating  episodes  by 
abdominal  pain,  sleep,  social  interrup- 
tion of  self-induced  vomiting 

d.  repeated  attempts  to  lose  weight  by  se- 
verely restrictive  diets,  self-induced 
vomiting,  or  use  of  cathartics  and/or  di- 
uretics 

e.  frequent  weight  fluctuations  greater  than 
ten  pounds  due  to  alternating  binges  and 
fasts 

3 . Awareness  that  the  eating  pattern  is  abnor- 
mal and  fear  of  not  being  able  to  stop  eating 
voluntarily 

4.  Depressed  mood  and  self-deprecating 
thoughts  following  eating  binges 

5 . The  bulimic  episodes  are  not  due  to  anorexia 
nervosa  or  any  known  physical  disorder. 

It  is  to  be  noted  that  in  all  of  the  articles  amen- 
orrhea is  mentioned  as  a concomitant  part  in  fe- 
males. Indeed  amenorrhea  is  not  infrequently  the 
first  symptom  which  causes  the  girl  to  be  taken  to 
her  physician  before  the  eating  problem  is  noted. 
(See  case  #1) 

GENERAL  DISCUSSION 

As  one  ordinarily  thinks  of  anorexia  nervosa  and/ 
or  bulimia,  one  thinks  of  a young  woman  usually 
between  fourteen  and  twenty-fiv-e.  However,  it  has 
become  evident  in  recent  years  that  young  men  are 
developing  anorexia  with  the  relative  prevalence 
being  estimated  to  be  something  like  20-1  in  favor 
of  females.  The  prevalence  of  the  condition  in  the 
total  population  is  estimated  to  be  something  like 
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one  in  a hundred  thousand,  but  a study  in  England 
in  independent  or  private  schools  showed  one  severe 
case  among  250  girls  aged  sixteen  and  over  (that 
was  anorexia  not  bulimia). 

A composite  picture  of  primary  anorexia  nervosa 
can  be  drawn  from  several  key  studies  by  Bruch, 
Crisp,  Halmi,  Munuchin,  Rowland,  Selvini,  and 
Theander.  Weight  loss  and  fear  of  weight  gain  are 
I central  features  of  anorexia  nervosa.  Amenorrhea 
is  not  pathognomonic,  but  occurs  in  up  to  100%  of 
cases  in  some  studies.  Amenorrhea  may  occur  be- 
fore weight  loss.  It  may  not  return  after  weight  gain 
if  the  psychological  stress  continues.  Starvation  and 
stress  reactions  account  for  many  abnormal  phys- 
iological findings:  epigastric  distress,  vomiting, 
constipation,  polyuria,  electrolyte  imbalance,  hy- 
pothermia, low  blood  pressure,  bradycardia,  edema, 
disturbed  sleep,  and  hyperactivity.  Bizarre  eating 
habits  may  include  severe  restriction  of  food  intake, 
bulimia,  self-induced  vomiting,  laxative  abuse, 
preoccupation  with  food,  food  hoarding  and  mo- 
notonous or  bizarre  diets.  Early  morning  insomnia 
is  common.  Appetite  rarely  vanishes  — it  may  be 
normal  or  exaggerated,  but  is  always  denied  or  mis- 
perceived.  Sexual  interest  is  diminished  or  absent. 
Distorted  body  image  is  extremely  common.  These 
patients  perceive  themselves  as  being  overweight, 
even  when  grossly  emaciated. 


As  one  ordinarily  thinks  of  anorexia  nervosa  and/ 
or  bulimia,  one  thinks  of  a young  woman  usually 
between  fourteen  and  twenty-five. 


Precipitating  factors  in  the  development  of  pri- 
mary anorexia  nervosa  generally  are  new  situations 
that  demand  social  skills  and  independence  that  the 
individual  has  not  been  able  to  master  at  home. 
Commonly  mentioned  situations  include  puberty, 
the  sexual  interest  in  the  opposite  sex,  and  departure 
from  home  for  summer  camp,  college,  or  marriage. 
Dieting  sometimes  begins  in  response  to  unkind 
comments  from  others  about  weight  or  appearance. 
In  fact,  about  one  third  of  anorexics  are  slightly 
overweight  before  becoming  ill. 

Many  studies  have  attempted  to  describe  which 
symptoms,  behaviors,  or  features  of  anorexia  ner- 
vosa are  associated  with  a favorable  outcome.  Com- 
monly agreed  upon  are  the  relationships  of  younger 
onset  and  prompt  treatment  to  good  outcome,  while 
older  onset  delayed  treatment,  disturbed  family  re- 
lationships, and  obsessive-compulsive  or  psychotic 
traits  are  all  related  to  poor  outcome. 

Emotionally,  anorexics  have  been  described  as 
overly  sensitive,  introverted,  secretive,  perfection- 


istic,  selfish,  and  extremely  stubborn.  Excellent 
scholarship  is  common;  their  teachers  are  apt  to 
think  of  them  as  model  students.  Some  anorexics 
develop  a devotion  to  ascetic  causes.  Obsessive- 
compulsive,  hysterical,  hypochondriacal,  schizoid, 
and  depressive  symptoms  frequently  are  reported  in 
the  literature.  However,  there  is  a disagreement  over 
whether  a valid  anorexic  profile  actually  exists. 

Families  of  anorexics  have  been  described  exten- 
sively. Mothers  often  are  described  as  domineering 
and  intrusive,  overly  invested  in  the  child,  and  am- 
bivalent toward  both  child  and  husband.  One  parent 
often  is  frustrated  in  his  or  her  own  ambitions  and 
lives  through  the  offspring’s  achievements.  The 
fathers  tend  to  be  characterized  as  passive,  weak, 
and  peripheral.  The  parents  have  been  observed  to 
use  intrusive  control  and  denial  of  individuals  needs 
to  deflect  conflict  and  construct  the  facade  of  loving, 
cohesive  family.  The  child  tries  to  be  what  the  par- 
ents want  and  yet  to  assert  individuality.  Anorexic 
symptoms  appear  to  be  the  outcome  of  this  impos- 
sibility — a final  defiant  statement  of  personal  au- 
tonomy. 

ETIOLOGY 

The  three  main  models  of  etiology  are  the  psy- 
chodynamic, the  family  interactional,  and  the  be- 
havioral. 

The  earliest  model  is  the  psychodynamic.  It  is 
based  on  psychoanalytic  formulations  in  which  the 
age  of  onset  of  puberty  assumes  central  importance. 
Onset  of  puberty  is  thought  to  reawaken  oedipal 
wishes  and  conflicts,  causing  anxiety  concerning 
issues  of  sexuality  and  independence.  Anorexia  ner- 
vosa represents  a regression  to  a more  primitive 
level  of  drive  gratification  with  the  substitution  of 
oral  satisfactions  for  more  mature  expression  of  ag- 
gressive, dependent  and  sexual  needs.  The  denial 
of  appetite  represents  the  need  to  obtain  absolute 
control  of  the  body,  self,  parents,  and  others.  In- 
dividuation is  suppressed;  perception  of  one’s  self 
is  distorted.  Through  their  symptoms  the  anorexics 
seem  to  be  taunting  their  parents  with  parental  in- 
ability to  control  the  child. 

Bruch  and  Selvini,  two  ego  psychologists,  shifted 
the  emphasis  from  drive  disorders  to  disturbances 
in  the  mother-child  relationship.  Bruch  used  mother- 
infant  communication  as  a model.  The  infant  sends 
signals  indicating  hunger,  fatigue,  or  other  discom- 
forts. If  the  mother  consistently  misinterprets  the 
signals  and  responds  inappropriately  (i.e.,  provid- 
ing food  when  sleep  is  needed),  the  infant  comes 
to  doubt  her  perceptions  and  ability  to  obtain  needed 
satisfactions  from  the  environment.  The  infant  ap- 
pears to  function  adequately  by  submitting  to  others 
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interpretations  of  her  needs.  This  leaves  the  child 
unprepared  to  cope  with  new  situations  that  demand 
independent  judgment  (e.g.,  puberty  or  leaving 
home).  Feelings  of  powerlessness  over  bodily  urges 
or  feelings  of  being  externally  controlled  by  dis- 
owned sensations  occur.  The  sense  of  effectiveness 
that  follows  from  the  ability  to  extract  gratification 
from  the  environment  is  lacking.  Anoretic  behavior 
represents  the  child’s  last  bid  for  a sense  of  effec- 
tiveness in  an  overwhelming  environment. 


Precipitating  factors  in  the  development  of  pri- 
mary anorexia  nervosa  generally  are  new  situ- 
ations that  demand  social  skills  and  independ- 
ence that  the  individual  has  not  been  able  to 
master  at  home. 


The  second,  or  family  interactional,  model  gives 
disturbed  family  relationships  a central  role  in  the 
etiology  of  anorexia.  Crisp,  et  al.,  found  that  psy- 
choneurotic disturbances  among  other  family  mem- 
bers increased  greatly  as  the  anoretic  recovered. 
They  suggest  that  pathological  needs  within  the 
family  are  displaced  onto  the  patient  and  contribute 
to  symptom  formation.  Munuchin  offers  a similar 
explanation:  The  family  organizes  itself  around  the 
patient  as  a way  of  avoiding  interpersonal  conflict 
and  maintaining  the  homeostasis  of  the  family  sys- 
tem. This  is  a systems  model  — all  parts  are  or- 
ganizing and  being  organized  simultaneously  by  the 
other  parts. 

The  third,  or  behavioral,  model  of  anorexia  ner- 
vosa is  derived  from  social  learning  theory.  Behav- 
iorists  are  convinced  that  all  behavior  is  learned  and 
can  be  modified  through  further  learning. 

The  family  therapy  theory,  as  reviewed,  empha- 
sized two  approaches,  John  M.  Lagos,  M.D.,^  In- 
ternational Journal  of  Psychiatry  and  Medicine, 
1981-1982.  One  approach  is  by  Mara  Selvini  Pal- 
azzoli  (in  other  articles  she  is  called  only  by  the 
name  Selvini). 

Selvini  is  quoted:  “If  we  define  the  family  as  a 
self-governing  system  based  on  rules  established 
through  a series  of  trials  and  errors,  then  its  mem- 
bers become  so  many  elements  of  a circuit  in  which 
no  one  element  can  be  in  unilateral  control  over  the 
rest.” 

Anna  Freud  is  quoted:  “The  patient’s  closest  rel- 
ative sometimes  betrays  less  interest  in  his  recovery 
than  in  his  remaining  as  he  is.  When  as  so  often, 
neurosis  is  related  to  conflicts  between  members  of 
a family,  the  healthy  party  will  not  hesitate  long 
choosing  between  his  own  interest  and  the  sick  par- 
ties recovery.” 

Selvini  is  again  quoted  as  follows:  “The  patient 


is  forced  into  an  impossible  position;  she  is  contin- 
uously invited  to  ally  herself  with  the  father  against 
the  mother  and  vice  versa.  Worse  still,  each  of  her 
parents  deeply  disillusioned  with  their  partner,  se- 
cretly encourages  the  patient  to  make  up  for  the 
partner’s  shortcomings.  As  a result  the  patient  finds 
herself  playing  the  role  of  secret  husband  and  secret 
wife  all  at  once,  dividing  her  sympathy  equally  be- 
tween her  parents.” 

Munuchin  states  that  anoretic  families,  like  other 
psychosomatic  families  have  four  overall  charac- 
teristics of  family  functioning:  Enmeshment,  over- 
protectiveness, rigidity,  and  lack  of  conflict  reso- 
lution. In  an  enmeshed  family  system,  interactions 
take  place  in  such  a way  that  the  individual  is  lost. 
An  insistence  on  togetherness  results  in  a lack  of 
privacy.  A child  may  function  as  a parent  to  her 
own  parent,  or  a child  may  join  or  be  recruited  by 
one  parent  against  another  in  decision  making.  The 
overprotectiveness  of  the  psychosomatic  is  a salient 
manifestation  of  its  enmeshed  interactions.  Concern 
for  one  another’s  welfare  is  frequently  expressed, 
and  family  members  are  very  quick  to  respond  pro- 
tectively to  the  least  sign  of  distress  or  anxiety. 
Rigid  families  are  particularly  resistant  to  change. 
Families  of  anoretics  have  a storybook  image  of 
themselves  as  very  close  and  free  of  all  problems. 
Tolerance  for  conflict  in  these  families  is  extremely 
low.  Many  deny  the  existence  of  any  differences 
among  their  members.  Others  disagree  openly,  but 
the  constant  shifts  in  topic  or  intrusions  by  third 
parties  give  to  these  disagreements  more  the  quality 
of  bickering  rather  than  sharply  defined  conflict. 


Anoretic  behavior  represents  the  child’s  last  bid 
for  a sense  of  effectiveness  in  an  overwhelming 
environment. 


TREATMENT 

Generally  speaking,  the  treatment  of  anorectics/ 
bulimics  has  been  less  than  satisfactory.  There  are 
three  stages:  Rockwell  et  al.^  (1)  For  the  severely 
emaciated  patient  with  electrolyte  or  metabolic  dis- 
turbance, hospitalization  (commitment  if  necessary) 
and  forced  feeding  by  nasogastric  tube  may  be  nec- 
essary. Body  weight  of  40%  below  ideal  appears  to 
the  point  at  which  physicians  begin  to  fear  impend- 
ing disaster.  (2)  Is  that  stage  of  treatment  that  is 
most  elaborate  and  varied  andTs  given  mostly  in 
the  hospital.  This  is  usually  done  for  patients  weigh- 
ing 15%-20%  below  ideal  body  weight.  This  stage 
has  been  divided  into  ten  elements:  a.  hospitaliza- 
tion is  necessary;  b.  body  weight  gain  is  the  most 
important  consideration  initially;  c.  debate  over  eat- 
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ing  is  unproductive;  d.  decreased  activity  is  impor- 
tant; e.  phenothiazines  and  tricyclic  antidepressants 
are  useful  adjuncts  to  the  therapy;  f.  behavior  mod- 
ification is  an  accepted  approach  in  encouraging  a 
patient  to  gain  weight;  g.  a working  relationship 
with  the  family  (which  may  include  family  therapy 
as  a beneficial  compliment  to  psychotherapy);  h. 
psychotherapy  of  some  type  is  usually  beneficial  in 
severe  cases;  j.  the  therapist  must  take  an  individual 
and  positive  approach.  (3)  Psychotherapy  on  an  out- 
patient basis  is  usually  done  with  nutritionally  re- 
stored patients,  those  within  10%  or  less  of  their 
ideal  weight.  A systems  form  of  family  therapy  is 
used  in  order  to  influence  the  family  and  promote 
change.  The  therapist  must  join  the  family  and  gain 
the  family’s  acceptance  of  his  leadership.  He  does 
this  by  acknowledging  and  complementing  the  fam- 
ily strengths,  respecting  family  hierarchies  and  val- 
ues, supporting  family  subsystems,  and  affirming 
the  individuality  of  family  members.  Munuchin’s 
approach  to  the  treatment  of  anorexia  nervosa  fo- 
cuses on:  challenging  those  family  patterns  of  en- 
meshment  and  overprotectiveness,  rigidity  and  lack 
of  conflict  resolution  that  inhibit  the  growth  of  fam- 
ily members,  especially  the  anoretic  child;  sup- 
porting family  members  as  they  struggle  with  the 
uncertainties  of  change;  and  giving  tasks,  modeling 
and  encouraging  family  members  in  an  effort  to 
establish  new,  more  satisfying  patterns  of  relation- 
ships. 


Bulimics  evidence  higher  levels  of  the  core  ano- 
rectic symptomatology  and  are  more  likely  to 
show  affective  behavioral  deviance  in  childhood. 


One  behavioral  approach  in  hospital  for  people 
who  have  been  treated  unsuccessfully  by  many  other 
methods  is  to  use  paradoxical  intention  as  described 
by  Hsu  and  Lieberman^  in  the  American  Journal  of 
Psychiatry,  May  1982:  A bulimic  was  treated  by 
suggestion  that  (1)  she  should  keep  her  illness  be- 
cause attempts  to  make  her  gain  weight  seem  to 
make  her  even  more  unhappy;  (2)  her  thinness  had 
won  her  admiration  from  all;  and  (3)  that  her  bu- 
limia/vomiting/purging/amphetamine abuse  was  the 
price  she  had  to  pay  for  wanting  to  be  different. 

A brief  note  on  bulimia:  Bulimics  evidence  higher 
levels  of  the  core  anorectic  symptomatology  and  are 
more  likely  to  show  affective  behavioral  deviance 
in  childhood.  There  is  more  conflict  in  the  family 
and  less  cohesion  and  structure  in  the  family  unit. 
The  parents  have  histories  of  marital  discord  and 
have  a higher  incidence  of  psychiatric  problems. 
The  impulsive  behavior  of  the  bulimic  may  lead  to 
kleptomania. 


And  finally  there  is  a suggestion  by  Alyson  Hall"^ 
in  the  Postgraduate  Medical  Journal,  October  1982 
that  we  may  support  the  stabilized  anorectic  in  her 
decision  to  remain  anorectic. 

CASE  STUDIES 

CASE  I 

An  eight  year  old  girl,  daughter  of  a minister,  was  brought 
into  the  hospital  because  she  would  not  eat.  Also,  because 
she  was  losing  weight  very  rapidly.  This  girl,  in  the  first 
few  days  in  the  hospital,  took  in  nothing  by  mouth  except 
little  drinks  of  water.  She  would  hide,  as  if  in  terror,  any 
time  the  food  trays  were  rolled  onto  the  ward.  My  reaction 
to  her  as  we  observed  her  was  that  there  was  real  danger 
that  she  would  carry  her  starvation  all  the  way  to  death. 
With  this,  I talked  to  the  family  about  using  ECT  treatment, 
in  which  they  agreed.  After  four  treatments,  a nurse  re- 
ported that  this  girl  was  seen  sneaking  chocolate  pudding 
out  of  the  refrigerator  and  eating  it.  Fortunately,  the  nurs- 
ing staff  said  nothing  about  this  to  the  girl.  They  just  ob- 
served. From  that  time  forth,  this  girl  began  to  eat  freely. 
Her  treatments  were  extended  to  a total  of  eight.  Mean- 
while, in  discussions  with  the  family,  we  found  that  this  girl 
was  admonished  by  the  family  during  meals  to  be  sure  she 
ate  everything  on  her  plate,  “remember  the  starving 
Heathen.”  Beyond  that,  they  expected  their  children  to  be 
good  minister’s  kids  and  live  an  exemplary  life.  In  our 
discussion,  the  parents  came  to  the  conclusion  that  it  was 
not  the  responsibility  of  this  girl  or  her  siblings  to  make 
Daddy  a successful  minister.  The  girl  left  the  hospital  and 
immediately  jumped  into  play  activities  with  her  friends 
and  she  returned  excitedly  to  school.  Unfortunately,  we 
cannot  report  if  there  were  any  recurrences  because  the 
father  accepted  a call  to  a church  many  states  away. 

CASE  H 

A 19  year  old  girl,  who  apparently  had  been  a very  fine 
student  through  high  school  but  whose  only  social  activities 
revolved  around  her  participation  in  music,  went  off  to 
college  with  everyone  expecting  things  to  be  good  — these 
expectations  were  largely  that  she  would  be  a successful 
student.  After  about  three  months  in  college,  she  developed 
a viral  infection  of  some  kind  which  “took  away  my  ap- 
petite.” She  then  started  on  a very  severely  restricted  diet 
and  an  intense  exercise  program.  She  lost  weight  from  ap- 
proximately 115  pounds  to  approximately  84  pounds,  and 
still  thought  she  was  fat.  Her  menstrual  cycle  ceased.  Her 
physician  put  her  in  the  hospital  two  or  three  times  to  force 
feed  her,  and  then  referred  her  and  the  parents  for  coun- 
seling. Family  counseling  was  attempted  but  she  angrily  left 
every  session.  Finally,  she  was  referred  for  individual  ther- 
apy. She  did  attempt  to  continue  college,  although  she  knew 
she  could  not  keep  up  with  a full  program,  partly  because 
she  was  so  preoccupied  with  whether  the  calories  were 
sneaking  up  on  her  that  she  couldn’t  keep  her  mind  on  her 
work,  and  partly  because  she  found  that  at  a weight  of  96 
she  could  not  get  past  the  feeling  of  being  tired.  Nonetheless, 
she  still  had  a dream  that  one  day  she  would  to  into  a 
doctorial  training  program  in  biological  sciences.  This  gave 
us  one  opportunity  to  challenge  her  to  take  charge  of  her 
own  life  and  make  her  own  decisions.  She  was  reminded 
that  taking  a very  limited  college  course  extending  over 
years  and  years  would  make  it  so  that  any  doctorate  level 
graduate  school  would  refuse  to  admit  her.  At  that  time, 
she  was  maintaining  weight  around  96.  She  permitted  her- 
self to  gain  weight  to  103  and  found  that  at  that  weight,  she 
had  the  energy  to  take  a full  college  schedule.  Her  physician 
had  set  a level  of  105  pounds  as  her  minimum,  this  gave 
her  something  to  fight  about  and  105  became  an  outrageous 
invitation  to  become  obese.  One  hundred  and  five  also  be- 
came her  parents  acceptable  weight  level  for  her.  As  she 
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talked  about  this,  she  began  to  identify  her  own  anger  at 
the  family  at  a three  generational  level,  and  yet  she  kept 
finding  reasons  to  spend  days  at  home  during  which  she 
would  take  care  of  a younger  sibling.  She  nonetheless  de- 
scribed her  family  as  “them.”  Thus,  seeming  to  wipe  them 
out  as  individuals. 

She  did  advance  far  enough  to  take  a job  while  she  con- 
tinued in  college.  She  also,  for  the  first  time,  began  to  do 
some  dating.  Due  to  changes  in  my  own  work,  the  patient 
was  transferred  to  a group,  which  she  apparently  partici- 
pated in  reluctantly.  She  appears  to  have  accepted  for  her- 
self the  life  of  being  an  anorectic  — a restrictor  — but  she 
has  established  a weight  level  which  she  can  now  appreciate 
as  her  decision  and  her  manifestation  of  a control  over  her 
own  life. 

DISCUSSION 

Anorexia  nervosa  is  a syndrome  or  a symptom 
complex  which  is  important  to  all  physicians  since 
its  prevalence  seems  to  be  increasing.  Most  phy- 
sicians will  have  to  deal  with  one  or  more  cases. 
Though  statistics  seem  to  point  to  a prevalence  of 
one  case  in  100,000  population,  I am  sure  that  this 
estimation  is  low.  In  the  upwardly  mobile  popula- 
tion it  is  obviously  low.  For  a long  time,  it  was 
assumed  that  this  was  an  illness  of  girls  only.  Es- 
timations are  now  beginning  to  be  given  that  there 
are  male  anorectics  in  a ration  of  anywhere  from 
1:30  to  1:10  compared  to  females.  In  describing 
anorexia  in  females,  there  is  almost  always  a ref- 
erence to  the  ceasing  of  menstruation  as  one  of  the 
characteristics.  The  true  relationship  of  amenorrhea 
to  anorexia  is  not  clear.  Some  girls,  as  in  Case  I, 
are  much  too  young  to  have  menstruation  brought 
into  consideration.  In  some,  the  menstrual  period 
is  lost  long  before  there  is  any  real  evidence  of 
anorexia.  In  still  others,  the  restoration  of  accept- 
able weight  does  not  result  in  the  return  of  the  men- 
strual cycle.  Now  that  we  are  seeing  more  and  more 
in  young  men,  the  question  is  raised  as  to  what  the 
overall  relationship  of  hormones  is  to  anorexia  ner- 
vosa. 

In  defining  the  basis  for  the  development  of  an- 
orexia, we  find  a description  of  a person  who  is 
right  and  proper  and  concise  and  indeed  compulsive 
coming  out  of  a family  which  is  upwardly  mobile, 
and  in  which  a considerable  degree  of  perfection  is 
expected  with  the  mother  often  being  the  one  who 
expresses  those  expectations;  the  father  being  one 
who  is  frequently  busy  and  somewhat  distant. 

Treatment  varies  widely  from  therapist  to  thera- 
pist, but  in  most  instances  severely  cachetic  cases 
require  hospitalization  to  protect  against  death  from 
some  complication  of  starvation.  Some  therapists 
prefer,  if  they  dare  take  a chance,  to  never  have  the 
patient  in  anything  but  outpatient  care.  It  is  fre- 
quently to  be  preferred  that  the  therapy  include  fam- 
ily therapy  to  see  if  it  is  possible  to  break  the  en- 
tanglement which  has  made  the  patient  walk  with 
fear  into  the  challenges  and  pleasures  of  young 


adulthood.  Individual  therapy  usually  points  in  the 
direction  of  autonomy  be  it  hypnotherapy,  or  ana- 
lytic therapy  or  reality  therapy  or  any  other  kind  of 
therapy.  The  patient  will  ultimately  recognize  her 
own  integrity,  her  own  autonomy,  her  own  self  de- 
termination. At  this  stage  in  our  history,  the  use  of 
shock  treatment  is  very  seldom  spoken  about.  The 
very  fact  that  it  can  be  successful,  suggests  that 
there  may  be  underlying  in  some  cases  of  anorexia 
nervosa  a considerable  degree  of  depression.  We 
do  know  that,  at  times  medications  are  helpful. 

There  is  must  yet  to  be  learned  about  this  con- 
dition. 
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SOUTH  DAKOTA 


Auxiliary  News 


Annette  Shousha,  President,  South  Dakota 
State  Medical  Association  Auxiliary 


“Tis  Not  The  Candle  That  Makes 
The  Light” 

Greetings  to  all  of  you  as  I culminate  twelve 
challenging  months  representing  the  South  Dakota 
Medical  Auxiliary  as  its  president.  As  I reflect  over 
the  goals,  accomplishments,  failures,  joys,  ten- 
sions, crisis,  opportunities  and  activities,  I feel  com- 
pelled to  make  a few  comments. 

My  first  is  to  the  incoming  president.  Carmen 
Chavier,  and  her  board.  May  I congratulate  you!  It 
is  indeed  an  honor  to  lead  and  serve  in  this  highly 
organized  and  effective  institution  which  touches  so 
many  lives.  You  are  now  joining  a select,  chosen 
few  who  become  eligible  for  this  position  through 
marriage  to  physicians.  Being  actively  involved  in 
AMA  Auxiliary  affords  an  opportunity  to  return  a 
portion  of  those  blessings  received,  and  to  make  use 
of  your  talents  in  ways  which  complement  those  of 
your  physician  spouses.  My  prayers  are  with  you 
during  the  coming  year  as  you  walk  down  a new 
road  full  of  obstacles  and  challenges,  heartaches  and 
rewards. 

My  second  comment  is  to  SDSMA  and  its  ex- 
ecutive director.  Bob  Johnson.  Thank  you  for  your 
respect,  for  listening  to  our  suggestions,  and  for 
taking  us  seriously.  Thank  you  to  your  efficient 
staff,  especially  Jan  Anderson,  assistant  director, 
and  Jeri  Spars,  assistant  editor,  for  help  throughout 
the  year. 

My  third  comment  is  to  the  readers  of  the  South 
Dakota  Journal  of  Medicine,  especially  the  medical 


students.  Thank  you  for  your  positive  responses  to 
my  articles.  I feel  humble  and  grateful  for  your 
acknowledgment  that  something  I wrote  was  im- 
portant to  you.  What  a privilege  and  gift  to  the 
auxiliary  for  its  president  to  be  invited  to  use  this 
wonderful  medium  of  expression. 

The  last  comment  is  to  the  membership  of  SDSMA 
Auxiliary.  Thank  you  to  each  of  you  who  consci- 
entiously contributed  in  your  local  districts  in  so 
many  varied  ways.  You  are  valuable  and  important. 
Your  individual  motivations  and  friendships  have 
inspired  and  helped  me  to  grow  as  a person.  As  I 
look  over  the  goals  we  set  in  1986,  I recognize 
progress  was  made  in  each.  However,  perfection 
was  not  reached  so  I encourage  you  to  continue  with 
enthusiasm  and  determination  as  you  reach  for  new 
heights  of  accomplishments. 

Our  paths  have  crossed  and  as  a result,  our  lives 
are  richer.  Let  us  continue  to  count  our  blessings, 
lovingly  support  each  other,  and  continue  to  “make 
a difference”  to  those  near  and  far.  In  the  anony- 
mous quotation  I have  used  all  year,  “Tis  not  the 
candle  that  makes  the  light.  Tis  the  air  of  hole  round 
it  that  glows  so  high,”  let  us  remember  that  it  is 
neither  the  candle  (leader)  or  air  of  hole  (member- 
ship) that  glows.  Let  us,  in  all  that  we  think,  and 
do,  and  say,  acknowledge  HIM,  our  Creator  — 
THEN  our  world  will  truly  be  a brighter,  healthier, 
and  happier  place. 

Congratulations  to  Dr.  Robert  Quinn. 

See  you  at  the  annual  meeting  in  Sioux  Falls, 
June  4,  5,  6,  and  7,  1987. 

flnTuttc 


If  s nice  to  be  important. 
But  if  s more 
important  to  be  nice. 


Jerry  Maginn  Wyeth 
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100  South  Robert  Street 
St.  Paul,  MN  55107 
Metro:  (612)  291-4654 

Minnesota:  1-800-3-DONATE 

Elsewhere:  1-800-24-SHARE 
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Sobering  Laboratories 
Kenilworth,  New  Jersey 


JOHN  E.  LOWER 

Professional  Pharmaceutical  Representative 


1605  South  Glendale  Avenue 
Sioux  Falls,  SD  57105 
Telephone;  (605)  334-6777 


ISKtoul 

Property  SiUabilily 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

Upper  Midwest  Service  Center 
Northland  Executive  Office  Center 
3600  West  80th  Street 
Bloomington,  Minnesota  55431 
Phone:  (612)  893-5700 


MSP 

MERCK 

SHARPS 

DOHME 


Wyeth  Laboratories 


UJ 


DIVISION  OF  MERCK  & CO..  INC. 


WEST  POINT.  PENNSYLVANIA  19486 


Philadelphia.  Pa  19101 


U.  S.  AIR  FORCE 

A GREAT  WAY  OF  LIFE 


EDWARD  “DEAN”  FENDER  II 

AIR  FORCE  HEALTH  PROFESSIONS  RECRUITER 


Ml 

Hauge  Associates.  Inc. 


Accounts  Receivable 
Management 


Office  Phone 
(60S)  334.-3322 
Call  Collect 


2101  West  41  ST  Street 
Suite  S Western  Mall 
Sioux  Falls.  SD  S710S 


HAUGE  ASSOCIATES,  INC. 

P.  O.  Box  1012 
824  West  10th 

Sioux  Falls,  South  Dakota  57101 
Telephone:  (605)  336-9490 
1-800-952-1600 


Williams  Insurance  Agency 


A 


OISTA 


704  West  Avenue  North 
P.  O.  Box  1507 

Sioux  Falls,  South  Dakota  57101 
605-336-0940 


ELI  LILLY  AND  COMPANY 
DISTA  PRODUCTS  COMPANY 


LILLY  CORPORATE  CENTER 
INDIANAPOLIS,  INDIANA  46285 


MAY  1987 


(continued  next  page) 
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CIBA-GEIGY 

CORPORATION 

PHARMACEUTICAL 

DIVISION 

SUMMIT!,  NEW  JERSEY 


UNITED  NATIONAL  BANK 


BOX  -1  3-4B  BD1  S.  MINN.  SIOUX  FALLS.  SO  57101 


DAVID  G.  HOHMANN 

Senior  Vice  President  and  Trust  Officer 

605/335-4001 


Watts-.  1-800-952-2310  SD 
1-800-843-3704 
Out  of  State 


MERSCO 

MEDICAL,  INC. 


HOME  HEALTH 
CARE  SPECIALISTS 

Sioux  Falls,  SD  57104 
(605)  339-1881 

Rapid  City,  SD  57701  Sheridan,  WY  82801 


MeBdtDiH 


(605)  342-3890 

Aberdeen,  SD  57401 
(605)  225-5070 


(307)  672-9021 

Fargo,  ND  58103 
(701)  235-0175 


PHARMACEUTICAL  DIVISION 

EVANSVILLE,  INDIANA  A 7 721 


Business  Resources,  Ltd. 

WORD  & DATA  PROCESSING  SPECIAITSTS 


wherever  you  go 


□ 620  S.  Cliff  Ave. 
P.O.  Box  904 
Sioux  Falls,  SD  57101 
339-4176 


□ 422  5th  Ave.  S.E. 

P.O.  Box  1902 
Aberdeen,  SD  57401 
226-0637 


Greg  Pehl 

Gilrich  AAall,  1012  W.  41st  St. 
Sioux  Falls,  SD  57105,  (605)  335-6968 
1-800-843-1300  ext.  66 


Hoechst 


Jan  Fodness 

Sales  Representative 
Hoechst-Roussel 
Pharmaceuticals  Inc. 


Culbert 
Davis  Go. 


U! 


416  South  2nd  Ave. 


1612  Olive  Drive 
Sioux  Falls,  S.D.  57103 
(605)  336-9422 


Mailing  Address:  P.O.  Box  1234 
SIOUX  FALLS,  S.  D.  57101 
PHONE  336-1090 
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SOUTH  DAKOTA 


FLINT  DIVISION 


DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

1425  Lake  Cook  Rd. 

Deerfield,  Illinois  60015 


PARKE-DAVIS 

Division  of  Warner-Lambert  Company 


201  Tabor  Road 

Morris  Plains,  New  Jersey  07950 
Area  Code  201  540-2000 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC 


KANSAS  CITY  MO  64137 


1321  West  10th 
Sioux  Falls,  SD  57104 
605-335-8149 


E.R.  Squibb  & Sons 

United  States 


Pat  Renli 

Full-Line  Representative 
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ROCHE  LABORATORIES 
Division  of  Hoffmonn-Lo  Roche  Inc. 
Nutley,  New  Jersey  071 10 


Pharmaceutical  Products  Division 


Denver,  Colorado  80212 


JOHN  M.  KAVANAUGH 

Senior  Territory  Manager 
3100  South  Lyndale 

Sioux  Falls.  South  Dakota  57105  (605)  338-9868 


SIOUX  AUTO  LEASING 

AT  ALL  3 Billion  LOCATIONS 


Leasing  all  makes  and  models 
of  Domestic  and  Foreign  vehicles 


■BB  IBM. 


Automated 
‘^Systems  Inc. 


Leasing  may  be  perfect  for  your  profession 

CALL:  334-0072 


1^1 


Se 


f<»r 


ervin.^  ^ou.  f<»r  over  50 


Computer  Sales/Service/Support 

ASI  Center 
3900  West  12th  St. 

Sioux  Falls,  SD  57107 
(605)  335-3636 


MAY  1987 
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South  Dakota 
Foundation  for 
mediCQl  Core 

SDFMC  is  responsible  for  ensuring  that  complete,  adequate  quality  of  care  is  rendered 
to  Medicare  beneficiaries.  HCFA  has  developed  generic  screens  which  must  be 
applied  to  all  cases.  All  variations  from  the  criteria  or  other  quality  of  care  concerns 
are  referred  to  SDFMC's  physician  advisors  for  verification  that  quality  of  care  is 
appropriate  and  acceptable.  If  a quality  of  care  concern  is  identified,  the  attending 
physician  receives  a preliminary  notice.  The  attending  physician  has  15  days  to 
respond  to  the  physician  advisor.  After  the  15th  day,  a final  notice  is  sent  to  the 
attending  physician,  if  the  problem  is  not  resolved.  The  attending  physician  has  an 
additional  60  days  in  which  to  appeal  the  final  determination. 

When  the  physician  advisor  verifies  that  a problem  exists,  the  physician  advisor  also 
determines  the  category  which  best  describes  the  problem.  The  reverse  side  of  each 
preliminary  quality  of  care  notice  contains  a description  of  each  category.  (Please 
note,  the  terminology  used  on  the  notice  refers  to  each  of  these  categories  as  ''levels.") 

The  five  categories  are  as  follows: 

Category  I — Failure  to  support  by  appropriate  evidence  the  quality  of  care  ren- 
dered to  the  patient. 

Category  II  — Medical  mishap  and/or  mismanagement  resulting  in  the  potential  for 
adverse  patient  outcome;  patient  medically  stable  upon  discharge  or 
transfer. 

Category  III  — Medical  mishap  and/or  mismanagement  resulting  in  the  potential  for 
adverse  patient  outcomes;  patient  medically  unstable  upon  discharge 
or  transfer. 

Category  IV  — Medical  mishap  and/or  mismanagement  resulting  in  actual  adverse 
patient  outcome  requiring  additional  medical  and/or  surgical  treat- 
ment. 

Category  V — Medical  mishap  and/or  mismanagement  resulting  in  disabling  and/ 
or  dismembering  injury  to  body  or  mind,  or  death  (which  otherwise 
might  not  have  been  expected  to  occur). 

The  majority  of  the  identified  concerns  are  in  "Category  I"  (failure  to  thoroughly 
document).  After  receiving  an  addendum  to  the  medical  record,  the  preliminary 
notice  is  most  generally  reconsidered  by  the  physician  advisor. 

SDFMC  encourages  your  cooperation  by  clearly  documenting  the  health  care  status 
of  each  patient.  This  will,  under  most  circumstances,  reduce  the  number  of  contacts 
with  the  attending  physician  for  obtaining  additional  information. 


28 


SOUTH  DAKOTA 


In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


■ I I ■ I 


CALCIUM 
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NEW 

ONCE  DAILY 


ISOPTIN 

(verapamil  HCI/Knoll) 

240  mg  scored, sustained-release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 

Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car. . . 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN®  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN  ’ 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 

© 1986,  BASF  K & F Corporation 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany.  New  Jersey  07981 


BASF  Group 
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Brief  Summary 


In  mild  to  moderate  hypertension 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

j CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  biock  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 


I 


WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D.C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 


PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted.  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e.g.,  vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered.  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 


ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e.g.,  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 

Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany.  New  Jersey  07981 

BASF  Group 

©1986,  BASF  K&F  Corporation 
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INTERNIST 

NEEDED 

INTERNIST  with  an  interest  in  Gastro- 
enterology needed  to  join  a Cardiolo- 
gist/Internist in  a rural  Louisiana  town 
from  July,  1987.  Attractive  first  year 
salary,  benefits,  and  early  partnership. 
If  interested,  send  C.V.  to: 


Manzoor  H.  Qazi,  M.D. 

11 01 A Port  Arthur  Terrace 
Leesville,  LA  71446 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


MAY  1987 
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Senior  Physician 

Non-tenured  full-time  academic  position. 

Rural  Physician  Associate  Program  (U  of  M)  is  seeking  a 
Board  certified  family  physician,  licensed  to  practice 
medicine  in  Minnesota  to  teach  third  year  medical  stu- 
dents located  in  rural  Minnesota. 

Minimum  requirements: 

— Board  certified  in  family  practice; 

— Licensed  to  practice  medicine  in  Minnesota; 

— 5 years  experience  supervising  and  teaching  medical 
students; 

— M.D.  and  M.S.  or  M.A.  in  computer  applications  in 
medicine; 

— Experience  in  teaching  clinical  medical  interviewing  to 
medical  students; 

Contact:  Dr.  John  Verby,  Director 

Rural  Physician  Associate  Program 
Box  81  UMHC 
University  of  Minnesota 
420  Delaware  Street  S.E. 

Minneapolis,  Minnesota  55455 
Telephone:  (612)  624-3111 

The  University  of  Minnesota  is  an  equal  opportunity  ed- 
ucator and  employer  and  specifically  invites  and  en- 
courages applications  from  women  and  minorities. 

Family  Practice  & 
Internal  Medicine 
Physicians  Needed 

A large  well  established  multispecialty 
group  in  North  Dakota  is  seeking  family 
practitioners  and  internists  for  several 
different  satellites.  The  main  clinic  is  a 
major  referral  center,  representing  all 
medical  specialties.  Generous  guar- 
antee with  an  incentive  plan,  paid  mal- 
practice insurance,  vacation  and  CME 
leave.  These  progressive  communities 
offer  an  excellent  life  style  and  potential 
to  build  a thriving  and  rewarding  prac- 
tice. For  further  information  contact: 

Durham  Medical  Search,  Inc. 

6300  Transit  Road,  Box  478 

Depew,  New  York  1 4043 

or  call:  1 -800-633-7724  (USA) 

Family  Practice 
Physician  Needed 

Established  need  for  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
west Iowa.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  far  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO^s  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (71 2)732-5030 

Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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South  Dakota  Task  Force  on  Long  Term 

Care  and  Trends  in  Geriatric  Medicine  in 
South  Dakota 

What’s  happening  with  geriatric  medicine  and  long  term  care  in  our  state 

David  A.  Smith,  M.D.* 


ABSTRACT 

In  this  article  the  South  Dakota  Task  Force  on 
Long  Term  Care  report  to  the  Governor  is  re- 
viewed. Nine  specific  recommendations  and  sev- 
eral recommendations  for  study  of  other  actions 
were  made.  The  demography  of  aging  and  long 


Recognizing  the  aging  of  South  Dakota’s  pop- 
ulation, changing  demographics  and  social 
patterns  and  their  impact  on  services  to  elderly  per- 
sons in  South  Dakota,  particularly  Title  XDC  pay- 
ments for  nursing  home  care.  Governor  William  J. 
Janklow  appointed  a South  Dakota  Task  Force  on 
Long  Term  Care.  Members  of  the  commission  rep- 
resented long  term  care  providers,  health  profes- 
sionals, elderly  persons,  executive  government,  leg- 
islature, and  the  general  public.  A series  of  five 
meetings  in  Pierre  were  held  during  which  problems 
concerning  the  long  term  care  system  were  identi- 
fied and  some  solutions  were  addressed.  The  goal 
of  the  commission  was: 

The  state  of  South  Dakota,  through  private  and 
public  funding,  should  develop  a model  for  the 
delivery  of  long  term  care  services  which  ad- 
dresses the  actual  needs  of  the  elderly  and  pro- 
motes their  health,  independence,  and  functional 
ability. 

While  many  issues  were  taken  under  discussion, 
three  basic  problem  statements  were  generated  in 
order  to  organize  the  task  force’s  deliberations.  These 
are  as  follows: 


* Associate  Professor,  Family  Medicine,  USD  School  of  Med- 
icine, Yankton,  SD. 


term  care  in  the  state  and  governmental  policies 
such  as  Certificate  of  Need  in  regard  to  long  term 
care  beds  is  discussed.  Predictions  are  made  on 
future  trends  in  the  practice  of  geriatric  medicine 
and  long  term  care  in  this  state. 


1.  The  present  methods  used  for  assessing  in- 
dividuals’ and  communities’  needs  for  long 
term  care  services  are  not  complete. 

While  both  private  sector  and  government  con- 
duct a variety  of  assessments  and  evaluations  to 
determine  an  individual’s  or  community’s  needs, 
the  commission  recognized  a lack  of  geriatric 
service  uniformity  and  coordination.  This  situa- 
tion leads  to  inappropriate  delivery  of  services, 
failure  to  deliver  services,  and  misallocation  of 
resources  at  the  community  level.  After  exam- 
ining a variety  of  programs  in  other  states,  there 
was  task  force  consensus  that  a single  entry  point 
into  the  geriatric  service  delivery  system  would 
allow  for  more  appropriate  provision  of  services. 
In  the  past,  services  have  been  developed  as  a 
result  of  demand  and  not  on  actual  need  as  as- 
certained by  professionals.  Inappropriate  delivery 
of  services  may  be  of  little  value  or  even  foster 
premature  dependence  in  an  elderly  individual 
while  failure  to  provide  necessary  services  may 
have  a negative  impact  upon  the  health,  safety, 
or  other  well  being  of  an  elderly  person.  Either 
error  may  hasten  the  need  for  institutional  care. 

2.  There  is  a lack  of  incentives  to  provide  al- 
ternative services  to  nursing  home  care. 

Government  has  not  created  incentives  for  health 
care  institutions  to  provide  alternatives  to  nursing 
home  care.  Inadequate  reimbursement  is  of  course 
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the  most  important  factor.  The  rural  nature  of 
South  Dakota  and  the  heterogeneity  of  geriatric 
problems  often  prevent  “critical  mass”  and  so 
further  decrease  the  likelihood  of  developing  al- 
ternative services. 


Alternative  services  were  felt  to  represent  better 
care  when  they  address  the  actual  needs  and  value 
preferences  of  elders  and  their  families. 


In  the  past  there  was  considerable  incentive  to 
develop  and  use  long  term  care  facilities,  such  that 
nursing  home  beds  in  South  Dakota  have  increased 
by  over  800%  since  1949  (988-8451)  while  the  num- 
ber of  elderly  (age  65  + ) has  increased  by  only  7 1 % 
(55,296-94,550).  Though  the  cost  effectiveness  of 
home  care  and  alternative  services  is  yet  to  be  de- 
termined and  the  effect  of  early  interventions  on 
long  term  care  needs  is  unknown,  the  task  force 
believed  that  alternative  services  should  be  devel- 
oped to  explore  these  potential  areas  of  savings. 
Alternative  services  were  felt  to  represent  better  care 
when  they  address  the  actual  needs  and  value  pref- 
erences of  elders  and  their  families. 

3.  The  present  long  term  care  system  is  too 
medically  oriented. 

The  task  force  believed  that  the  current  long  term 
care  system  was  developed  on  the  model  of  acute 
care  or  hospital  care  service.  This  fails  to  give 
proper  emphasis  to  social  and  functional  factors. 
A disease  oriented  approach  is  too  limited  and 
leads  to  overuse  of  prescription  medicine  and  un- 
deruse of  nonmedical  interventions  which  in- 
crease independence,  activity,  socialization,  and 
enhance  quality  of  life. 

In  considering  the  problem  statements,  the  task 
force  agreed  upon  a list  of  assumptions.  These  in- 
cluded: 

a)  South  Dakota  must  provide  needed  services 
but  in  a fiscally  responsible  manner. 

b)  Limited  funds  are  available  to  initiate  new 
programs. 

c)  South  Dakota  cannot  continue  to  provide  long 
term  care  services  as  it  currently  does  due  to  the 
rising  cost  of  those  services  and  declining  state 
revenue. 

d)  The  demand  for  services  is  expected  to  in- 
crease due  to  the  growth  in  the  elderly  population. 

e)  South  Dakota’s  nursing  home  bed  supply  is 
adequate,  however,  geographic  distribution  may 
not  meet  local  need. 

f)  Independent  living  is  desirable  and  institution- 
alization should  be  delayed  whenever  possible. 


In  northern  Europe  one  to  two  percent  of  elderly 
reside  in  long  term  care  institutions  while  in  the 
United  States,  four  to  five  percent  live  in  nursing 
homes.  In  the  midwest  as  a result  of  a complex 
interaction  of  social  and  demographic  factors,  al- 
most eight  percent  reside  in  nursing  homes.  During 
1985,  108  of  the  137  nursing  homes  in  South  Dakota 
reported  spending  $100  million  on  nursing  home 
care.  Approximately  50%  of  this  was  paid  by  the 
state  Medicaid  program.  Further  increases  in  need 
and  demand  will  occur  as  the  number  of  South  Da- 
kota elderly  continues  to  grow.  Elders  above  age 
75  are  particularly  at  risk  of  need  of  long  term  care 
services,  and  of  all  age  groups,  this  group  is  growing 
fastest  as  a percent  of  the  total  population. 

The  task  force  recommended  four  items  for  fur- 
ther study. 

1 . It  was  recommended  that  a study  be  undertaken 
to  consider  the  impact  of  equalizing  private  pay 
and  Title  XIX  (Medicaid)  payment  for  nursing 
home  care.  The  difference  between  private  pay 
and  Medicaid  reimbursement  in  South  Dakota 
averages  $9.36  per  day  of  nursing  home  care. 
The  discrepancy  is  considerably  larger  for  phy- 
sician services.  There  may  be  little  savings  to 
the  state  in  the  long  run  since  most  patients  are 
quickly  transformed  from  private  pay  patients  to 
Medicaid  patients  (usually  within  six  months  to 
one  year)  by  the  escalating  cost  of  long  term 
care.  The  higher  charge  for  private  pay  patients 
simply  exhausts  funds  more  rapidly  and  places 
them  on  the  Medicaid  roles  more  quickly.  In 
addition,  their  independently  living  spouses  may 
be  hurried  into  premature  financial  ruin  and  Title 
XIX  eligibility. 

2.  The  task  force  suggested  development  of  criteria 
for  a home  care  subsidy  program  be  studied. 
Under  such  a program,  informal  care  givers 
(family)  of  persons  both  Title  XIX  eligible  and 
nursing  home  eligible  could  be  paid  to  provide 
long  term  care  in  the  home  setting.  Respite  days, 
informal  caregiver  and  stress  management 
classes,  and  check  in  visits  by  public  health  nurses 
would  be  part  of  the  program.  These  services 
might  become  available  to  others  not  eligible  for 
Medicaid  at  a fee  or  without  cost  to  the  near 
poor. 

3.  The  task  force  suggests  further  study  of  standard 
admission  criteria  for  nursing  homes.  A uniform 
set  of  criteria  would  help  physicians  and  nursing 
home  staff  determine  appropriate  levels  of  serv- 
ice and  provide  guidelines  to  discourage  too  much 
or  too  little  service. 

4.  Also  recommended  for  further  study  is  the  role 
of  the  medical  director  in  nursing  homes.  Cur- 
rently only  skilled  nursing  homes  are  required 
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to  retain  medical  directors.  Much  evidence  was 
heard  in  testimony  and  from  federal  sources  on 
alleged  physician  inattendance  to  nursing  home 
patients,  and  nursing  home  administrations  feel 
unable  to  monitor  or  change  the  quality  of  care 
delivered  by  physicians  who  see  patients  in  their 
facilities.  Contracting  for  a medical  director  at 
all  nursing  home  facilities  might  provide  a 
spokesman  for  the  institution  with  the  proper 
creditability  and  expertise. 

The  task  force  made  nine  specific  recommenda- 
tions. 

1 .  A pilot  project  should  be  conducted  to  determine 
the  feasability  of  requiring  individuals  to  be  as- 
sessed prior  to  obtaining  long  term  care  services. 

A program  is  envisioned  to  test  the  concept  of 
mandatory  assessments  by  a multidisciplinary  team 
(physician,  nurse,  and  social  worker)  in  an  urban 
and  a rural  setting.  If  workable,  this  concept  might 
be  extended  statewide.  The  task  force  conceived  of 
long  term  care  services  in  terms  of  the  entire  con- 
tinuum and  not  simply  a nursing  home  pre-admis- 
sion screen.  Elders  at  all  points  in  the  continuum 
would  be  assessed  in  hopes  that  early  interventions 
would  prevent  later  needs  for  more  intensive  long 
term  care  services.  Options  for  these  pilot  programs 
included  a totally  state  government  operated  pro- 
gram, contracting  out  to  existing  health  care  pro- 
viders, or  a combination  of  the  two. 

While  a totally  state  government  owned  and  op- 
erated program  would  surely  attend  to  the  stated 
goals  of  the  pilot  project,  it  is  less  likely  to  be 
favorably  received  by  the  health  care  providers,  ger- 
iatric patients  and  families.  It  might  interfere  with 
the  current  doctor/patient  relationship.  It  would 
probably  be  the  most  economical  in  terms  of  op- 
erating budget. 


In  1985  more  than  $100  million  was  spent  on 
long  term  care  of  the  elderly. 


Contracting  to  existing  health  care  providers  would 
serve  the  additional  goal  of  encouraging  the  devel- 
opment of  alternative  services  within  existing  health 
care  institutions.  State  government,  however,  would 
have  less  control  of  the  outcome  of  the  program, 
and  this  option  would  likely  be  the  most  expensive. 

Combining  resources  from  the  Office  of  Adult 
Services  and  Aging,  the  State  Health  Department, 
and  a contracted  private  physician  and/or  home  health 
agency  may  provide  a workable  compromise  be- 
tween these  two  options. 


Conditions  were  suggested  for  the  pilot  projects. 

a)  Patients  needing  or  wanting  access  to  formal 
long  term  care  services  would  be  required  to  have 
an  assessment. 

b)  The  assessment  team  makes  recommenda- 
tions; however,  the  patient  and  the  family  decide 
which  recommendations  to  follow. 

c)  The  assessment  is  to  be  made  to  assist  the 
family,  patient,  and  family  physician  without  dis- 
turbing the  physician/patient  relationship. 
Expected  results  include: 

a)  Patients  and  families  would  obtain  valuable 
information  about  the  levels  of  care  needed  as 
well  as  resources  available, 

b)  Communities  could  determine  what  types  and 
levels  of  services  are  needed,  i.e.  adult  day  care, 
respite  care,  nursing  home  beds,  etc. 

c)  Policymakers  could  determine  whether  as- 
sessments should  be  implemented  statewide, 

2.  Assessment  services  through  the  Office  of  Adult 
Services  and  Aging  (OASA),  should  be  publi- 
cized by  the  Department  of  Social  Services. 

The  task  force  recommends  marketing  existing 
state  services  through  the  Office  of  Adult  Services 
and  Aging.  While  this  would  have  the  effect  of 
increasing  the  clientele  of  this  agency  and  demands 
for  service,  the  task  force  speculates  that  in  the  long 
run  the  positive  effect  of  early  interventions  would 
decrease  needs  for  intensive  long  term  care  services. 

3.  The  Certificate  Of  Need  (CON)  program  ad- 
ministered by  the  Department  of  Health  should 
continue  with  modifications. 

The  task  force  believed  that  in  the  current  soci- 
oeconomic climate  that  Certificate  Of  Need  could 
not  be  discontinued  but  that  there  was  a basic  “in- 
ertia” causing  bias  in  the  bed  need  formula.  Current 
methodology  bases  bed  need  on  the  patients’  county 
of  origin  in  any  particular  facility  but  fails  to  account 
for  involuntary  placement  when  an  individual  can- 
not be  admitted  to  the  facility  of  first  choice  because 
it  was  full.  Therefore,  facilities  where  there  is  high 
demand  and  therefore  high  occupancy  may  not  be 
able  to  prove  additional  need  as  easily  as  an  un- 
derutilized facility. 

The  task  force  also  felt  that  respite  care  and  res- 
pite care  beds  should  be  defined  and  recognized  by 
the  Department  of  Health,  and  Certificate  Of  Need 
programs  should  consider  respite  care  beds  as  an 
alternative  service  and  not  as  long  term  care  beds. 

4.  Long  term  care  education  should  be  provided  to 
individuals  before  retirement. 

Through  a variety  of  channels,  the  task  force  rec- 
ommends educational  programs  on  such  topics  as 
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preventive  medicine,  mental  health,  and  financial 
planning  to  the  elderly  and  near  elderly. 

5.  Geriatric  training  should  be  provided  to  medical 
students,  family  practice  residents,  internal  med- 
icine residents,  and  practicing  physicians.  The 
task  force  recommends  an  additional  one  half 
time  FTE  to  the  School  of  Medicine  to  do  ger- 
iatric education/ training  in  these  areas. 

6.  An  Elder  Cottage  Housing  Opportunity  (ECHO) 
pilot  project  should  be  developed  by  the  South 
Dakota  Housing  Development  authority. 

ECHO  housing  is  a program  whereby  local  build- 
ing code  requirements  are  temporarily  waived  and 
a small  cottage  specifically  designed  to  meet  the 
needs  of  elderly  is  placed  on  the  back  of  their  chil- 
dren’s lot.  These  homes  are  removed  immediately 
when  the  elder  no  longer  has  need  of  them.  The 
task  force  recommends  five  homes  be  constructed 
and  utilized  in  the  pilot. 

7.  A licensure  certification  program  for  those  care- 
givers providing  supervised  care  to  the  elderly 
in  facilities  with  more  than  two  beds  should  be 
developed  by  the  Departments  of  Health  and  So- 
cial Services. 

The  task  force  and  the  nursing  home  care  industry 
represented  had  concerns  regarding  certain  facilities 
around  the  state  where  supervised  care  is  rendered 
without  licensure  or  scrutiny  by  the  Departments  of 
Health  and  Social  Services. 

8.  South  Dakota  should  seek  action  to  clarify  Health 
Care  Financing  Administration’s  (HCFA)  poli- 
cies concerning  the  definitions  of  “intermit- 
tent,” “skilled  nursing,”  and  “confined  to  the 
home”  or  (“homebound”)  care  with  regard  to 
home  health  care. 

Medicare  regulations  are  uncertain  in  this  area, 
and  it  will  be  necessary  to  make  clear  definitions 
of  these  services  in  order  to  define  funding  and  to 
encourage  further  development  of  several  of  these 
alternative  services. 

9.  Standards  for  long  term  care  insurance  should 
be  developed  by  the  division  of  insurance. 

Long  term  care  insurance  is  not  yet  on  the  market, 
but  the  task  force  believed  South  Dakota  should  be 
ready  and  felt  there  was  significant  potential  for 
problems.  The  Division  of  Standards  should  provide 
definitions  and  minimum  requirements  in  order  to 
allow  long  term  care  insurance  to  be  marketed  in 
South  Dakota  and  to  protect  insured  individuals. 

CONCLUSION 

The  task  force  made  these  specific  recommen- 


dations and  recommendations  for  further  study  to 
Governor  Janklow  who  in  turn  has  passed  the  report 
on  to  Governor  Mikelson.  Implementation  will  re- 
quire the  new  Governor’s  agreement  and  action  and 
in  some  cases,  legislative  action. 

There  will  surely  be  continued  discussion  among 
the  administrative  branch  of  government,  the  leg- 
islature, representative  groups  from  the  nursing  home 
industry,  the  newly  formed  South  Dakota  Associ- 
ation of  Medical  Directors,  and  this  medical  society 
as  changes  in  the  long  term  care  system  for  geriatric 
patients  evolve.  There  will  be  an  increasing  em- 
phasis on  quality  assurance  as  well  as  cost  contain- 
ment, on  the  use  of  community  based  alternative 
services,  on  early  and  preventive  interventions,  on 
multidisciplinary  assessments,  and  on  the  devel- 
opment of  a single  entry  point  into  the  long  term 
care  continuum  to  increase  accessability,  ensure  ap- 
propriateness of  services  delivered,  and  improve  co- 
ordination between  the  various  providers  serving 
geriatric  patients. 

Finally,  we  will  probably  see  a declining  federal 
involvement  in  long  term  care  funding. 
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Radiologists  Needed 

Progressive  5 physician  group  is 
seeking  two  radiologists  to  join  its  ex- 
panding practice  in  Upper  Midwest. 
One  position  will  assist  the  group  in 
providing  services  to  a large  hospital 
and  large  multi-specialty  clinic  practice. 
Experience  in  all  modalities  is  essen- 
tial. 

The  second  position  will  provide  gen- 
eral radiography,  mammography  and 
ultrasound  for  several  small  rural  hos- 
pitals. 

Both  positions  offer  attractive  com- 
pensation and  benefits  along  with  the 
opportunity  to  practice  high-quality 
medicine.  Submit  CV  and  cover  letter 
explaining  expectations  to: 

President 

P.O.  Box  3160 

Dubuque,  Iowa  52004-3160. 


South  Dakota  Society  Of 
Pathologists 

Officers  for  1985-86 

Tom  C.  Johnson,  M.D.,  President 
Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 


The  Tenth  Annual 
Black  Hills  Seminar 

The  Tenth  Annual  Black  Hills  Sem- 
inar on  Advances  in  Clinical  Pediatrics 
— June  1 7, 1 8 and  1 9, 1 987,  at  Sylvan 
Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pe- 
diatrics and  Adolescent  Medicine,  Uni- 
versity of  South  Dakota  School  of  Med- 
icine. Guest  faculty  include:  Drs.  John 
Grossman,  Alvin  Jacobs,  Daniel  Levin, 
George  McCracken  and  Paul  Quie.  For 
complete  conference  information,  con- 
tact: 

Lawrence  R.  Wellman,  M.D. 

CME  Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
605-333-7178 


MAY  1987 


37 


Future  Meetings 

June 

Child  Sexual  Abuse:  Emerging  Trends  and  Professional 
Responses,  Topeka,  KS,  June  2.  Fee;  $95.  6 hrs.  AMA 
Category  I credit.  Contact:  The  Menninger  Found.,  Jayne 
Roberts,  Conf.  Good.,  Div.  of  CME,  Box  829,  Topeka,  KS 
66601.  Phone:  (913)  273-7500,  ext.  5992. 

Workshops  on  Clinical  Hypnosis,  Unity  Med.  Ctr.,  Fridley, 
MN,  June  5-6.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC, 
402  Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone; 
(612)  626-5525. 

The  Second  Minnesota  Course  of  Interventional  Radiology, 

Radisson  Univ.  Hotel,  Minneapolis,  MN,  June  11-13.  Fee: 
$450.  18  14  hrs.  AMA  Category  I credit.  Contact;  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone;  (612)  626-5525. 

What  You  Need  to  Know  About  Perinatal  Ultrasound,  Hol- 
iday Inn  Central,  Omaha,  NE,  June  12-13.  Contact:  Maureen 
McGinley,  CME  Div.  Creighton  Univ.  School  of  Med., 
Omaha,  NE  68178.  Phone:  1-800-228-7212,  ext.  2550. 

Topics  and  Advances  in  Pediatrics,  Radisson  Univ.  Hotel, 
Minneapolis,  MN,  June  24-26.  Fee:  $225.  1914  hrs.  AAFP 
& AMA  Category  I credit.  Contact:  CME,  U.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 

Aging  Face,  Adam’s  Mark  Hotel,  St.  Louis,  MO,  June  29- 
July  2.  Fee:  $945.  35  hrs.  Category  I credit.  Contact;  Am. 
Acad,  of  Facial  Plastic  and  Reconstructive  Surgery,  1101 
Vermont  Ave.,  N.W.,  Ste.  #404,  Washington,  DC  20005. 


i 


July 

Neurofibromatosis,  Masur  Aud.,  NIH,  Bethesda,  MD,  July 
13-15.  Contact:  Barb  McChesney,  Prosp.  Asso.  1801  Rock- 
ville Pike,  Ste.  500,  Rockville,  MD  20852.  Phone:  (301) 
468-6555. 

Common  Emergencies  in  General  Medicine,  Country  Inn, 
Jiminy  Peak,  Hancock,  MA,  July  23-25.  Fee:  $295.  16  hrs. 
Category  I credit.  Contact:  Berkshire  AHEC,  725  North  St., 
Pittsfield,  MA  01201.  Phone:  (413)  499-4161,  ext.  2417. 

Cardiology  Update,  Minneapolis,  MN,  July  23-25.  15  hrs. 
AMA  Category  I credit.  Contact:  Lisa  Krehbiel,  Instit.  for 
Medical  Studies,  30131  Town  Ctr.  Dr.,  Ste.  215,  Laguna 
Niguel,  CA  92677.  Phone:  (714)  495-4499. 

Fourth  Annual  St.  Paul-Ramsey  Trauma  Conference,  Mish- 
icot,  WI,  July  30-Aug.  1.11  hrs.  AMA  Category  I credit. 
Contact:  Charles  Drage,  M.D.,  Dir.  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

August 

Cardiovascular  Disease  Prevention  in  the  Young  and  the 
Adult,  Snowmass  Club,  Snowmass,  CO,  Aug.  2-5.  Contact: 
Marge  Adey,  Ctr.  for  Cont.  Educ.,  U.  of  Neb.  Med.  Ctr., 
42nd  & Dewey  Ave.,  Omaha,  NE  68105.  Phone:  (402)  559- 
4152. 

Annual  Medical  Directors  Conference,  Mayo  Mem.  Aud., 
U.  of  Minn.,  Minneapolis,  MN,  Aug.  28-29.  Contact:  CME, 
U.  of  Minn.,  Box  202  UMHC,  420  Delaware,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 


A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  hove  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Nowthafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


MSgt  Edward  Dean  Fender 
at  (605)  334-3322 
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News  from  ffBHia  about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Keflet 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Brief  Summary  Consult  the  package  literature  for  prescribing  informatii 
Indications  and  Usage:  Kef  lei Tablets  (cephalexin.  DIsta)  are  indicated 
for  the  treatment  o(  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Respiratory  tract  infections  caused  by  Streptococcus  pneumoniae  and 
group  A iJ  hemolytic  streptococci  (Penicillin  is  the  usual  drug  of 
choice  in  the  treatment  and  prevention  of  streptococcal  infections, 
including  the  prophylaxis  of  rheumatic  fever  Keflet  is  generally  effec 
live  in  the  eradication  of  streptococci  from  the  nasopharynx;  howevei 
substantial  data  establishing  the  efficacy  of  Keflet  in  the  subsequent 
prevention  of  rheumatic  fever  are  not  available  at  present.) 

Otitis  media  due  to  S pneumoniae,  Haemophilus  inlluenzae,  staphylo 
cocci,  streptococci,  and  Neisseria  catarrhalis 

Skin  and  skin-structure  infections  caused  by  staphylococci  and/or 
streptococci 

Bone  infections  caused  by  staphylococci  and/or  Proteus  mirabilis 

Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli,  P mirabilis,  and  Klebsiella  sp. 

A/rj/e-Culture  and  susceptibility  tests  should  be  initialed  prior  to  and 
during  therapy.  Renal  function  studies  should  be  performed  when  indicated, 
Contraindication:  Keflet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  of  antibiotics. 

Warnings:  before  cephalexin  therapy  is  instituted,  careful  inouiry  should  be 
MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  tiAEASURES 

There  is  some  clinical  and  laboratory  evidence  of  parfial  cross  allergen 
icity  of  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously.  No  exception  should  be  made 
with  regard  to  Keflet. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad- 
spectrum  antibiotics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins);  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  of  antibiotics. 
Such  colitis  may  range  in  severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the 
colon  and  may  permit  overgrowth  of  Clostridia.  Studies  indicate  that  a 
toxin  produced  by  Clostridium  diflicile  is  one  primary  cause  of  antibiotic 
associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone.  In  moderate  to  severe  cases,  management  should 
Include  sigmoidoscopy,  appropriate  bacleriologic  studies,  and  ftuid,  elec 
Irolyte,  and  protein  supplementation.  When  the  colitis  does  not  improve 
after  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C dillicite.  Other  causes  of  colitis  should  be  ruled  out. 

Usage  in  Pregrrancy- Safety  of  this  product  for  use  during  pregnancy 
has  not  been  established. 

Precautions:  GeneraZ-Patients  should  be  followed  carefully  so  that  any 
side  effecfs  or  unusual  manifestations  of  drug  idiosyncrasy  may  be  defected 
If  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  of  Keflet  may  result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  of  fhe  pafient  is  essenfial.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment  with 
the  cephatosporin  antibiotics.  In  hematologic  studies  or  in  transfusion 
cross-mafching  procedures  when  antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs’  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog- 
nized that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Keflet  should  be  administered  with  caution  in  the  presence  of  markedly 
impaired  renal  function.  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  sale  dosage  may  be  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  be  performed  in  conjunction  with 
antibiotic  therapy. 

As  a result  of  administration  of  Keflet,  a false-positive  reaction  for  glu- 
cose in  the  urine  may  occur.  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USP  Lilly), 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ 
uals  with  a history  of  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy— Pregnancy  Category  S— The  daily  oral  administra 
tion  of  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  effect  on  fertility,  fetal  viability,  fetal  weight,  or  litter  size.  Note  that  the 
safety  of  cephalexin  during  pregnancy  in  humans  has  not  been  estabtished. 

Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  of  harm,  Keflet  should  be  used  during 
pregnancy  only  If  clearly  needed. 

Nursing  Mothers—  The  excretion  of  cephalexin  in  the  milk  increased  up  to 
4 hours  after  a 500-mg  dose;  the  drug  reached  a maximum  level  of  4fig/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  affer  administration. 
Caution  should  be  exercised  when  Keflet  is  administered  to  a nursing  woman. 
Adverse  Reactions:  Gasiroinleslinal-Symptoms  of  pseudomembran- 
ous colitis  may  appear  either  during  or  alter  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely.  The  most  frequent  side  effect  has 
been  diarrhea.  It  was  very  rarely  severe  enough  to  warrant  cessation  of 
therapy.  Dyspepsia  and  abdominal  pain  have  also  occurred.  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic jaundice  have  been  reported  rarely. 

Hypersensitivity-  Allergic  reactions  in  the  form  of  rash,  urticaria,  angio- 
edema,  and.  rarely,  erythema  multiforme,  Slevens-Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed.  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug.  Anaphylaxis  has  also  been  reported. 

Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache.  Eosino- 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SCOT  and 
SGPT  have  been  reported. 
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Congenital  Cystic  Adenomatoid 
Malformation  of  the  Lung 

USD  School  of  Medicine 

Alcoholic  Cirrhosis  and  Hemochromatosis: 

Two  Case  Reports  and  Review  of  the  Literature 


Volume  40  June  1987  Number  6 
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Logical 
for  the  duodenal 
ulcer  patient 
over  55 


Decreased  mucosal 
resistance  may  be  the 
major  factor  in  ulcer  formatio 
for  patients  over  age  55! 


• Studies  suggest  that  only  about  30% 
of  ulcer  patients  over  55  have  hyper- 
secretion of  acid-pepsin;  there  is  actu- 
ally a tendency  towards  lower  acid 
secretion  with  advancing  age?' 

A safe,  nonsystemic  alternative: 
Carafate® 

• CARAFATE®  (sucralfate)  offers 
antiulcer  efficacy  comparable  to  H2 
antagonists  without  systemic  side 
effects  or  potential  for  systemic 
drug  interactions. 

• Carafate  works  nonsystemically  to 
enhance  the  body's  own  ulcer-healing 
ability  strengthening  damaged  mucosa 
as  it  protects  the  tissue  from  further  injury 

• Many  elderly  patients  take  a variety  of 
concomitant  drugs  for  different  con- 
ditions, which  could  lead  to  drug  inter- 
actions if  a systemic  agent  were  used. 


Gastric  secretion  and  age^ 


sucralfate/Marion 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simulta- 
neous administration  of  CARAFATE  with  tetracydine,  phenytoin,  or  dmetidine 
will  result  in  a statistically  significant  reduction  in  the  bioavailability  of 
these  agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  pre- 
sumably resulting  from  these  agents  being  bound  by  CAHAFATE  in  the 
gastrointestinal  tract.  The  bioavailability  of  these  agents  may  be  restored 
simply  by  separating  the  administration  of  these  agents  from  that  of 
CARAFATE  by  two  hours.  The  clinical  significance  of  these  animal  studies 
is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to 
1 gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses 
up  to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility 
impairment.  Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human 
dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate. 
There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  predictive  of 
human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely 
led  to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and 
vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four 
times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100 
and  in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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2.  Marks  IN:  Peptic  ulcer  and  its  complications,  in  Hellemans  J,  Vantrappen 
G (eds):  Gastrointestinal  Tract  Disorders  in  the  Elderly.  Edinburgh, 
Churchill  Livingstone,  1984,  pp  70-81. 

3.  Krentz  K,  Jablonowski  H:  Functional  and  histological  gastric  changes  with 
age,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointestinal  Tract  Disor- 
ders in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  1984,  pp  62-69. 
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FAMILY  PRACTITIONER 

Marshfield  Clinic  — Durand  Center  is  seeking  a 
board  certified/board  eligible  family  practitioner  to 
join  another  family  practitioner  in  an  established 
office  based  practice  in  Durand,  Wisconsin.  Durand 
offers  a rural  location  with  abundant  outdoor  rec- 
reational opportunities  located  in  scenic  western 
Wisconsin.  The  Durand  Center  offers  the  family 
practitioner  the  autonomy  of  a private,  primary  care 
practice  plus  the  financial  and  professional  re- 
sources of  Marshfield  Clinic,  a 250-physician  multi- 
specialty group.  This  physician  would  enjoy  full  hos- 
pital privileges  at  the  local  hospital  in  Durand.  Ex- 
cellent salary  and  fringe  benefits.  Please  send  cur- 
riculum vitae  to: 

Robert  Peterson 

Director,  Regional  Centers 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wl  54449 

Or  you  may  call  collect  at  71 5-387-5498. 


Family  Practitioner 

Board  certified  or  eligible  to  join  1 1 physi- 
cian, expanding  multispecialty  practice  in 
northern  Wisconsin.  Clinic  adjoins  JCAH  hos- 
pital. Rural  location  with  abundant  outdoor 
recreational  opportunities,  small  four  year 
college.  Excellent  salary  and  benefits.  Call 
collect  (715)  532-6651  or  send  curriculum 
vitae  with  names  of  references  to: 

Ladysmith  Center 

906  College  Avenue,  W. 

Ladysmith,  Wl  54848 
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Put  an  end 
to  those  monthly 
bookkeeping  chores. 


ng  Checking  Accoi 

For  Busing,  Professionals  & Farm  Operators 


How  it  works 

The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use— cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 

expense  category  in  sequence  

according  to  date. 

^iVhat  it  costs  . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you'll  be 
pleasantly  surprised. 
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Congenital  Cystic  Adenomatoid 
Malformation  of  the  Lung 

The  discussion  of  the  case  presented  here  focuses  on  the  clinical  presentation  and 
differential  diagnosis  of  cystic  adenomatoid  malformation  of  the  lung  in  the 
newborn. 

Carol  L.  Fowler,  M.D.* 

Lora  Johnson,  M.D.* 

Prem  Shukla,  M.D.* 

Kenneth  Halverson,  M.D.,  F.A.C.S.* 


ABSTRACT 

Congenital  cystic  adenomatoid  malformation 
is  an  uncommon  cystic  disease  of  the  lung  that 
usually  presents  in  the  neonatal  period  with  res- 
piratory distress  and  cyanosis.  The  differential 
diagnosis  should  include  diaphragmatic  hernia 
and  other  congenital  cystic  lung  diseases  which 
may  present  with  similar  radiographic  and  clin- 

CYSTic  ADENOMATOID  MALFORMATION  is  an  Un- 
common congenital  cystic  disease  of  the  lung 
that  usually  presents  in  the  neonatal  period  with 
respiratory  distress  and  cyanosis. 

Diaphragmatic  hernia  and  other  congenital  cystic 
lung  diseases  can  produce  similar  radiographic  find- 
ings and  respiratory  symptoms  making  the  diagnosis 
difficult. 

This  paper  describes  a neonate  who  recently  pre- 
sented to  Sacred  Heart  Hospital  with  cystic  ade- 
nomatoid malformation  of  the  lung.  The  differential 
diagnosis  is  considered  in  a discussion  of  the  topic. 

Case  Report 

A 3240  gram  Native  American/Caucasian  male  was  born 
at  term  without  complications  to  a 35  year  old  female.  The 
apgars  were  9 both  at  one  and  five  minutes.  The  vital  signs 
were:  pulse  120/min.,  respirations  64/min.,  BP  68/32.  There 
was  no  respiratory  distress  noted,  however  the  chest  was 
barrel-shaped,  the  abdomen  was  somewhat  scaphoid,  and 
bowel  sounds  were  auscultated  in  the  left  lateral  thorax. 
Chest  X-ray  showed  irregular  cystic  structures  at  the  left 
lung  base  (Fig.  1,  2).  Because  of  the  presumptive  diagnosis 
of  diaphragmatic  hernia  in  view  of  the  physical  and  radi- 
ographic flndings,  an  abdominal  exploration  was  performed 
that  unexpectedly  revealed  an  intact  diaphragm.  Repeat 
CXR’s  showed  persistent  cystic  structures  in  the  lower  left 
lung  field.  Clinically  the  baby  remained  stable  and  without 


* Departments  of  Surgery,  USD  School  of  Medicine,  Sacred 
Heart  Hospital,  Yai^ton,  South  Dakota. 


ical  findings. 

The  following  paper  discusses  the  presentation 
and  treatment  of  an  infant  with  cystic  adeno- 
matoid malformation  of  the  lung.  The  differen- 
tial diagnosis  is  considered  in  a discussion  of  the 
disease  process. 


progressive  respiratory  distress.  Elective  exploratory  tho- 
racotomy for  cystic  lung  disease  was  delayed  until  two  months 
of  age  after  resolution  of  recurrent  upper  respiratory  tract 
infections. 

At  exploratory  thoracotomy  the  left  lower  lobe  of  the  lung 
was  found  to  be  replaced  by  a large  cystic  mass.  A left  lower 
lobectomy  was  necessary  to  resect  the  entire  lesion. 

The  baby  was  discharged  in  good  condition  on  the  sixth 
postoperative  day. 

Pathologic  examination  of  the  lesion  revealed  a 6 cm.  in 
diameter  cystic  mass  with  numerous  fibrous  septae.  There 
was  no  direct  communication  with  the  tracheobronchial 
tree,  though  the  cyst  was  filled  with  air. 

Histologic  section  demonstrated  a large  cystic  lesion  lined 
with  respiratory  epithelium  (Fig.  3,  4).  Pseudostratified  tall 
columnar  cells  with  relatively  prominent  celia  were  noted. 
Smooth  muscle  cells  were  identified  beneath  the  epithelium 
but  no  cartilage  was  seen.  In  the  lung  tissue  adjacent  to  the 
cyst,  atelectasis  and  compression  was  noted. 

The  histologic  diagnosis  was  cystic  adenomatoid  malfor- 
mation of  the  left  lower  lobe  of  the  lung. 

DISCUSSION 

Congenital  cystic  adenomatoid  malformation 
(CCAM)  comprises  about  25%  of  all  congenital  lung 
disease.  Since  it  was  first  described  as  a distinct 
entity  in  1949  by  Ch’in  and  Tang,  there  have  been 
about  200  cases  described  as  of  1983. 

Though  most  are  discovered  within  the  first  month 
of  life  due  to  respiratory  distress  and  cyanosis,^ 
occasional  cases  have  been  diagnosed  in  adulthood 
when  recurrent  infections  or  persistent  pulmonary 
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Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


Radiologists  Needed 

Progressive  5 physician  group  is 
seeking  two  radiologists  to  join  its  ex- 
panding practice  in  Upper  Midwest. 
One  position  will  assist  the  group  in 
providing  services  to  a large  hospital 
and  large  multi-specialty  clinic  practice. 
Experience  in  all  modalities  is  essen- 
tial. 

The  second  position  will  provide  gen- 
eral radiography,  mammography  and 
ultrasound  for  several  small  rural  hos- 
pitals. 

Both  positions  offer  attractive  com- 
pensation and  benefits  along  with  the 
opportunity  to  practice  high-quality 
medicine.  Submit  CV  and  cover  letter 
explaining  expectations  to: 

President 

P.O.  Box  3160 

Dubuque,  Iowa  52004-3160. 


Board  Certified  Ophthalmologist 

Outstanding  opportunity  for  Board  Certified 
Ophthalmologist.  Guaranteed  $100,000  first  year 
salary  plus  benefits  with  opportunity  to  become 
partner  and  within  a few  years  sole  owner.  Very 
successful  well-balanced  practice  with  considerable 
surgery.  Completely  equipped.  Laser  available. 
Beautiful  new  free-standing  building  close  to  pro- 
gressive hospital  complex  in  midwestern  city  of 
75,000,  metropolitan  area  approximately  125,000. 
Excellent  housing,  education  and  cultural  oppor- 
tunities. Write: 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 

1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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“Livii^  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement’.’ 


■■■ . , 


^ ZOVIRAX 

(acydovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year' 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


I 

Generally  j 
well  tolerated  I 

Daily  therapy  with  ZOVIRAXi  \ 
CAPSULES  is  generally  welt  j I 
tolerated.  The  most  frequent  j ■ 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and  \ \ 

arthralgia.  * ^ 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules 8ire  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  reciirrent  epi- 
sraes  of  genital  heipes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseli^  only,  or  the  institution  of  specific 
therapy.  'Hie  physical,  emotional  and  psycho- 
social difficulties  posed  by  hei^s  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immimocompromised  patients,  are  vmique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genitm  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefi&risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  £ind  nonprime^  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
emd  new  lesion  formation  was  decreased  in 
some  patient  CToups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  de^ee  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  meidication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
raisodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  severity  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  fre<}uent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affectea  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  ve^  high  doses  of  acy- 
clovir for  short  periods  (see  (Jarcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
home  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunotompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compor 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  s^rmatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mi^  patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  cleeirance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  FertiLty : Acyclovir  was  tested  in  lifetime 
bioEissays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  'There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immimo- 
suppressed,  sjmgeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  weis  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
arenteral  doses  of  100  mg/kg  acyclovir  in  rats 
ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  w£is  a statistically 
significant  decre£ise  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
£md  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tetion  sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of 320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  'Testicular 
atrophy  was  jiersistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis,  'testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnan^:  Teratogenic  Effects:  Pregnancy 
Category  (J.  A.cyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/k^ay, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).^ere 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  ^ould  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Tterm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of 298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-term  Administration:  'The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia. 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerate  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  'teeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awalte,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  terodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance ^10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAa  200’’-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30‘’C  (59°-86'’F)  and  protect  from 
light. 


*ln  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 


Biuroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


Copr.  © 1986  Burrou^is  Wellcome  Co.  All  rights  reserved.  86-ZOV-5 


President's  Page 

About  Our  New  President 


ROBERT  LEE  FERRELL,  M.D. , specialist  in  Oto- 
laryngology-Maxillo-Facial  Surgery  in  Rapid  City, 
was  bom,  September  8,  1939,  in  West  Union,  West 
Virginia.  He  attended  grade  schools  in  Fairmont  and 
Weirton,  West  Virginia  and  was  graduated  from 
Weir  High  School  in  1957  where  he  lettered  in  foot- 
ball, wrestling  and  track.  He  received  his  B.S.  de- 
gree from  Fairmont  College,  Fairmont,  West  Vir- 
ginia in  1961  and  his  M.D.  degree  in  1965  from 
the  West  Virginia  University  School  of  Medicine, 
Morgantown,  West  Virginia.  From  June  1965-1966, 
he  completed  a rotating  internship  at  St.  Joseph’s 
Hospital  and  Denver  General  Hospital  in  Denver, 
Colorado. 

He  served  two  years,  1966-1968,  as  a flight  sur- 
geon in  the  U.S.  Air  Force.  He  was  assigned  to 
several  bases  in  the  U.S.  and  to  DaNang,  Viet  Nam. 
Captain  Ferrell  received  several  awards  and  deco- 
rations including:  Presidential  Unit  Citation  and 
Outstanding  Unit  Citation  as  Deputy  Commander 
of  his  Unit.  He  also  received  two  Air  Medals,  the 
Medal  of  Honor-First  Class,  Republic  of  Viet  Nam 
and  the  Bronze  Star.  He  returned  to  the  states  and 
completed  a year  of  general  surgery  residency  at 
Creighton  University,  Omaha,  Nebraska,  1968- 
1969;  and  a residency  in  Otorhinolaryngology  and 
Maxillo-Facial  Surgery  at  the  University  of  Ne- 
braska College  of  Medicine  from  1969-1972.  Dur- 
ing this  time  he  received  two  Outstanding  Teaching 
Resident  awards  and  the  J.  Calvin  Davis  Award  for 
Outstanding  Resident  in  the  Program,  1972. 

Dr.  Ferrell  is  a Diplomate  of  the  American  Board 
of  Otolaryngology.  He  was  a member  of  the  Rapid 
City  Medical  Society  (President  — 1979-1981); 
Black  Hills  District  Medical  Society  (Councilor  — 
1979  to  present);  a Fellow  of  American  Academy 
of  Otolaryngology  (Board  of  Governors  — 1981); 
American  Academy  Facial  Plastic  and  Reconstmc- 
tive  Surgery;  American  College  of  Surgeons;  Amer- 
ican Medical  Association;  South  Dakota  State  Med- 
ical Association  (Chairman  of  the  Council  — 1983- 
1985). 

He  is  an  Assistant  Clinical  Professor  in  the  De- 
partment of  Otolaryngology-Maxillofacial  Surgery 
at  the  University  of  Nebraska  and  Associate  Clinical 
Professor  at  the  University  of  South  Dakota.  He  is 
a consultant  for  the  Public  Health  Service  Hospitals 
in  South  Dakota  and  Ft.  Meade  Veterans  Hospital 
at  Sturgis;  and  on  the  Courtesy  Staff  at  the  Nebraska 
Methodist  Hospital  and  Children’s  Hospital  in 
Omaha,  Nebraska. 


Dr.  Ferrell  married  his  wife,  Janet,  of  Grand  Is- 
land, Nebraska,  on  November  5,  1965.  They  have 
four  children,  Carolyn,  Cynthia,  Bruce  and  Tyler. 
He  belongs  to  Ducks  Unlimited,  American  Morgan  j 
Horse  Association  and  the  YMCA.  j 

He  has  also  received  awards  from:  Who’s  Who 
in  American  Colleges  and  Universities,  1960;  Pyr- 
amid Senior  Men’s  Honorary,  1960;  Outstanding 
Young  Men  of  America,  1972;  and  Who’s  Who  in 
the  Midwest,  1978.  ■ 


Gulbert 
Davis  Co. 


J. 


Mailing  Address: 

P.O.  Box  1234 
SIOUX  FALLS,  SD  57101 

A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 

Specializing  in  medical  professional  liability  insur- 
ance 

AFTER  BUSINESS  HOURS  CALL:  4-10  30UTH  2ND  AVE 
DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856  OOC  H AAn 

DON  OYEN  361-6510  OOO"  I U^U 


Littmann®  Classic  II 
Stethoscope 


/ You  can  hear 
\^the  difference. 


3M 


KREISERS  INC 

1220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1 724  8th  Ave.  n. 
Sioux  falls,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 
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Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


Changing  Concepts:  Ethics  and 
Medicine 

IT  IS  TRADITIONAL,  I supposc,  for  a ncw  admin- 
istration or  office  holder  to  start  the  year  with 
the  statement,  “We  are  about  to  embark  upon.  ...” 
This  year  is  no  exception  with  regard  to  many  issues 
facing  the  practice  of  medicine  in  South  Dakota  as 
well  as  the  remainder  of  the  country. 

There  are  a number  of  these  that  your  Association 
and  your  practices  are  dealing  with  that  have  not 
been  resolved  and  we  are  going  to  face  them  in  this 
year,  probably  differently  than  in  the  years  past. 
The  differences  are  going  to  be  our  concepts  of  what 
is  appropriate  in  terms  of  medical  ethics  and  of 
newer  considerations  of  medical  business. 

Perhaps  foremost  in  medicine  in  contemporary 
times  is  the  changing  concept  of  the  physician  and 
his  role  in  the  actual  delivery  of  the  services  of 
medicine,  the  changing  ethics,  the  changing  eco- 
nomics, the  self  governing  and  medical  education. 
From  being  the  undisputed  primary  character  in  the 
development  and  delivery  of  medical  services  we 
are  now  besieged  with  dispute  from  those  forces 
who  plan  to  control  all  aspects  of  medicine.  Through 
all  this  our  primary  responsibilities  are  to  maintain 
our  ethics  and  to  serve  our  patients  with  the  highest 
quality  health  care  and  to  resist  those  influences  that 
would  diminish  our  ability  to  practice  in  a profes- 


sionally fulfilling  system. 

In  order  to  do  these  things  we  must  take  a hard 
look  at  some  subjects  that  are  very  unpopular,  be- 
cause in  each  someone’s  ox  will  be  gored,  but  in 
any  event,  future  columns  will  discuss  liability  re- 
form, self  regulation,  medical  economics,  the  busi- 
ness of  medicine,  restraint  of  trade  issues  and  per- 
haps most  frequently  the  changing  attitudes  and 
concepts  of  physicians  in  health  care. 

It  is  inappropriate  to  assume  that,  because  there 
are  too  many  of  us,  that  those  newest  to  the  profes- 
sion are  any  less  dedicated  to  the  ideals  that  drew 
us  all  to  medicine.  Those  before  us  adapted  to  pre- 
serve what  is  best  for  our  patients  and  therefore  for 
us  and  so  shall  we.  The  rules  are  different  now  and 
changing  constantly  but  we  remain  our  patients’  best 
advocate.  As  long  as  this  and  nothing  else  remains 
our  first  concern,  the  Profession  of  Medicine  will 
endure.  ■ 
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BECOME  A SPONSORING  MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

You  can  be  a "Sponsor"  by  contributing  $100  or 
more  in  a calendar  year  to  the  Endowment  Asso- 
ciation. 

Your  contributions  are  tax  deductible  and  the 
money  is  very  much  needed  to  make  low  interest 
(6%)  loans  to  the  medical  students  who  are  attend- 
ing the  University  of  South  Dakota  School  of 
Medicine. 

It  has  become  extremely  expensive  to  get  a medi- 
cal education  these  days  and  for  this  reason  we 
have  more  and  more  requests  for  loans.  All  con- 
tributions are  used  to  provide  loans  to  worthy 
students. 


WON'T  YOU  PLEASE  HELP? 

Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 
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I University  of  South  Dakota  School  of  Medicine 

’ ...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


Alcoholic  Cirrhosis  and  Hemochromatosis: 
Two  Case  Reports  and  Review  of  the 
Literature 

Two  patients  are  presented  who  demonstrate  the  difficulty  of  making  the 
diagnosis  of  hemochromatosis  in  the  face  of  alcoholic  cirrhosis;  the  utility  of  the 
Desferrioxamine  (DFO)  test  is  discussed. 


James  R.  Horning,  MD,  FACP* 
Jerry  L.  Simmons,  MDf 


ABSTRACT 

Two  patients  are  presented,  both  with  mi- 
cronodular  cirrhosis  due  to  alcohol.  They  also 
were  studied  for  hemochromatosis.  Evaluation 
for  hemochromatosis  in  alcoholic  cirrhosis  can 
be  very  difficult.  Even  at  autopsy,  there  may  be 
uncertainty  (Case  1).  The  second  patient  had 
thrombocytopenia  and  platelet  dysfunction  as  well 
as  liver  decompensation.  Liver  biopsy  could  not 
be  done  and  reliance  had  to  be  placed  upon  other 
tests.  The  uncertainty  of  liver  biopsy  is  briefly 

Introduction:  Micronodular  cirrhosis  was 
first  described  by  Laennec  in  1826.  Diabetes 
mellitus  associated  with  pigmentation  of  the  liver 
and  pancreas  was  recognized  by  Troissier  in  1871. 
In  1889  VonRecklinghausen  noted  the  association 
of  cirrhosis  with  marked  accumulation  of  hemosid- 
erin. While  25-50%  of  alcoholics  develop  hemo- 
siderosis, only  10%  get  cirrhosis. ^ 

The  diagnosis  of  idiopathic  hemochromatosis  in 
the  face  of  alcoholic  liver  disease  is  very  difficult 
clinically.  This  situation  arises  in  5%  of  the  cases 
regarded  as  hemochromatosis.^  '^  At  autopsy  some 
feel  differentiation  should  not  be  difficult.^  This  may 
not  always  be  true,  as  demonstrated  by  Case  1. 


* Assistant  Professor,  USD  School  of  Medicine,  Department 
of  Internal  Medicine,  Sioux  Falls,  SD. 
t Professor,  USD  School  of  Medicine,  Department  of  Labo- 
ratory Medicine,  Sioux  Falls,  SD. 


reviewed.  A high  index  of  suspicion  and  use  of 
a variety  of  screening  tests  to  include  the  serum 
iron,  total  iron  binding  capacity,  and  serum  fer- 
ritin is  necessary.  A further  screening/diagnostic 
test,  desferrioxamine  (DFO)  urinary  excretion, 
is  described.  One  must  be  careful  not  to  ascribe 
all  cases  of  micronodular  cirrhosis  to  alcohol 
alone.  Early  diagnosis  of  hemochromatosis  is  es- 
sential to  decrease  cardiac  mortality  and  treat 
the  reversible  consequences. 

Our  second  patient  had  a biopsy  diagnosis  of  mi- 
cronodular cirrhosis  years  before  a diagnosis  of  he- 
mochromatosis was  entertained.  Micronodular  cir- 
rhosis may  not  always  represent  alcoholic  cirrhosis. 
The  differential  includes:  chronic  alcoholism,  bili- 
ary obstruction,  hemochromatosis,  venous  outflow 
obstruction,  small  bowel  bypass,  and  Indian  child- 
hood cirrhosis.  Of  these,  iron  deposition  is  rare  ex- 
cept in  alcoholic  cirrhosis.* 

CASE  1 

A 57  year  old  white  male  was  admitted  to  the  Sioux  Falls 
VAMC  on  12/25/83  with  complaints  of  “not  feeling  well  and 
increased  swelling.”  Past  History  was  significant  for  Laen- 
nec’s  cirrhosis.  Physical  Examination  revealed  a dark  com- 
plexion, icterus,  rales  and  rhonchi  in  the  lung  bases,  tense 
ascites,  and  leg  edema.  His  admission  hemoglobin  was  11.7 
g/dL  (14.0-18.0).  He  had  a coffee-ground  emesis.  Upper  GI 
endoscopy  revealed  two  non-bleeding  duodenal  ulcers,  and 
also  esophageal  varices  which  were  bleeding.  A Sengstaken- 
Blakemore  (S-B)  tube  was  placed,  and  peripheral  pitressin 
was  started.  The  next  day,  he  developed  severe  broncho- 
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spasm  and  hemoptysis.  The  blood  pressure  was  90/58  mm 
Hg  with  a pulse  of  100/min.  Urine  output  for  that  evening 
was  125  ml.  He  was  given  oxygen,  blood,  metaproterenol, 
dopamine,  furosemide,  and  lactulose.  Antibiotics  were 
started  after  cultures  were  obtained.  He  became  more  con- 
fused, pulled  the  S-B  tube  out,  and  developed  bilateral  lung 
inOltrates;  he  died  four  days  after  admission. 

Pertinent  laboratory  values  were:  serum  ferritin  990  meg/ 
ml  (16-330),  bilirubin  4.2  mg/dL  (0.0-1. 3),  alkaline  phos- 
phatase 733  U/L  (100-280),  aspartate  aminotransferase 
(SGOT/AST)  124-U/L  (6-32),  and  albumin  1.6  g/dL  (3.4- 
5.0).  Blood  cultures  grew  Streptococcus  G and  Staphylo- 
coccus aureus. 

At  autopsy  there  was  iron  in  moderate  to  marked  amounts 
in  the  liver  parenchyma.  There  also  was  iron  in  the  heart, 
adrenals  (zona  glomerulosa),  stomach,  thyroid,  lymph  node 
vessels,  and  brain  parenchyma.  There  was  iron  with  flbrosis 
in  the  pancreas  and  medullary  kidney  tubules.  Iron  was 
also  present  in  moderate  amounts  in  the  splenic  macro- 
phages, which  would  favor  hemosiderosis,  but  not  hemo- 
chromatosis. The  pathologist  made  a diagnosis  of  hemo- 
chromatosis and  severe  micronodular  cirrhosis;  the  Armed 
Forces  Institute  of  Pathology  (AFIP)  considered  it  to  be 
secondary  hemochromatosis,  and  early  micronodular  cir- 
rhosis. 

CASE  2 

A 52  year  old  white  male  was  followed  in  the  IV^edicine 
Clinic  after  a cholecystectomy  and  liver  biopsy  had  revealed 
micronodular  cirrhosis  in  September  1981.  He  had  abused 
alcohol  for  28  years.  He  had  platelet  dysfunction  with  de- 
creased clotting  factors  (fibrinogen,  V,  VII,  X).  He  denied 
having  relatives  with  iron  problems.  His  mother  and  brother 
had  diabetes  mellitus.  On  examination  there  was  hepato- 
megaly, splenomegaly,  testicular  atrophy,  spider  nevi,  and 
questionable  ascites,  but  no  skin  hyperpigmentation. 

Bilirubin  was  15.4  mg/dL;  SGOT/AST  54  U/L,  alkaline 
phosphatase  588  U/L,  and  albumin  3.4  g/dL  (3. 5-5.0). 
Hemoglobin  was  12.2  g/dL,  hematocrit  34.5%  (42-52), 
platelets  64K/mm3  (130-400),  activated  partial  thrombo- 
plastin time  53.5  seconds  (27-41),  and  prothrombin  time 
19.8  seconds  (9.5-12.5).  The  highest  fasting  blood  sugar  was 
124  mg/dL  (68-115).  Serum  B12  and  folate  levels  were  el- 
evated, the  hepatitis  B surface  antigen  was  negative,  and 
the  alpha-fetoprotein  was  normal. 

Liver-spleen  scan  on  1/31/84  using  (’®”Tc)  technetium- 
sulfur  colloid  revealed  hepatomegaly,  marked  splenomeg- 
aly, liver  mottling,  and  skeletal  uptake  suggestive  of  diffuse 
intrahepatic  parenchymal  disease  with  possible  portal  hy- 
pertension. He  had  been  treated  with  a multivitamin  (no 
iron),  vitamin  K,  thiamine,  and  spironolactone. 

Screening  tests  for  hemochromatosis  showed:  serum  iron 
(Fe)  201  mcg/dL  (42-135),  total  iron  binding  capacity  (TIBC) 
240  mcg/dL  (280-400),  Fe  saturation  84%,  and  serum  fer- 
ritin 1197  mcg/dL  (16-330).  He  underwent  a desferriox- 
amine  urine  test.  A baseline  24  hour  urine  collection  con- 
tained 702  meg  (0-300),  possibly  artificially  high  as  the  first 
container  had  not  been  rinsed  with  HCl  acid.  After  10  mg/ 
kg  of  desferrioxamine  was  given  intramuscularly  (IM),  the 
urine  contained  11,018  meg  over  24  hours.  Two  creatinine 
clearances  (C„)  were  73  and  84  ml/min/1.73  m^  (84-124). 

Because  of  the  clotting  abnormalities,  a liver  biopsy  was 
not  done.  Reliance  had  to  be  placed  upon  the  clinical  setting, 
screening  tests,  and  the  DFO  test.  These  are  described  be- 
low. 

DEFINITIONS 

HEMOSIDEROSIS  (HS)  or  siderosis;  an  in- 
crease in  the  amount  of  storage  iron;  total  body  iron 
may  not  be  increased.  An  absolute  hemosiderosis 
indicates  a true  increase  in  total  body  iron,  often 
referred  to  as  iron  overload. 


HEMOCHROMATOSIS  (HC),  or  (IHC)  for  the 
idiopathic  form:  organs  contain  grossly  excessive 
amounts  of  storage  iron  and  show  evidence  of  tissue 
damage,  usually  diffuse  fibrosis.  Iron  is  in  the  organ 
parenchyma,  not  the  reticuloendothelial  system 
(RES)  as  in  hemosiderosis. 

IRON  in  the  normal  state:  a normal  person  has 
3-4  g total  iron,  two  thirds  of  this  is  in  the  form  of 
hemoglobin,  myoglobin,  and  tissue  enzymes.  The 
rest  is  storage  iron  — the  soluble  portion  is  stored 
as  ferritin  and  the  insoluble  portion  as  hemosiderin. 
Hemosiderin  increases  markedly  as  the  storage  iron 
increases  and  is  stored  in  the  RES . The  liver  is  the 
storage  site  for  one  fourth  to  one  third  of  this  iron. 
There  is  a one  mg/day  obligatory  loss;  in  men  two 
thirds  of  this  is  via  the  gut,  the  rest  through  the  skin 
and  urine.  In  the  pathologic  state,  the  maximum 
absorption  is  3-5  mg/day  and  thus  it  takes  years  for 
hemochromatosis  to  develop.  Alcohol  and  ascorbic 
acid  appear  to  increase  iron  absorption.  In  one  study 
the  average  amount  of  total  iron  in  non-alcoholic 
patients  with  hemochromatosis  was  16  g,  in  alco- 
holics with  hemochromatosis  it  was  24  g.^ 

Excess  iron  is  stored  in  the  liver  and  pancreas  in 
amounts  50-100  times  normal,  iron  is  25  times  nor- 
mal in  the  thyroid,  the  heart  and  adrenals  (zona 
glomerulosa  only)  have  10-15  times  the  normal 
amount.  Iron  may  be  stored  in  skin,  around  sweat 
glands  and  around  lymph  node  vessels,  but  is  usu- 
ally scanty  in  the  testes.  Fibrosis  is  most  severe  in 
the  liver  and  pancreas,  less  so  in  the  heart.  With 
hemochromatosis,  there  can  be  splenic  fibrosis,  but 
in  hemosiderosis  the  iron  is  in  the  splenic  and  he- 
patic macrophages. 

DIAGNOSIS 

One  cannot  simply  send  liver  tissue  to  the  pa- 
thologist and  anticipate  an  answer  with  certainty.  It 
may  not  be  possible  to  get  liver  tissue  safely.  Finch 
et  al  state  that  laparotomy  (celiotomy)  is  not  indi- 
cated because  of  the  shock  and  mortality  in  the 
patient  with  a decompensated  liver  with  hemochro- 
matosis even  under  local  anesthesia.^  There  have 
been  three  reports  of  patients  who  had  a negative 
liver  biopsy  only  two  years  prior  to  death,  but  at 
autopsy  had  a picture  indistinguishable  from  idi- 
opathic hemochromatosis.^ 

Hemochromatosis  is  10  times  more  common  in 
men  than  women.  Idiopathic  hemochromatosis  is 
autosomal  recessive  and  is  related  to  HLA  A3,  B7, 
and  B14,  in  that  order.  Screening  of  family  mem- 
bers is  not  generally  recommended  unless  one  knows 
the  HLA  type  of  the  index  case.^  Ten  to  fifteen 
grams  of  total  body  iron  are  necessary  to  have  he- 
mochromatosis; there  may  be  subclinical  disease 
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with  20-40  g,  and  there  may  not  be  manifestations 
until  one  has  40-60  g.^ 

SERUM  IRON:  This  is  one  of  3 screening  tests 
employed.  There  may  be  false  positives  (infection, 
inflammation,  neoplasms,  and  acute  liver  damage) 
and  false  negatives  (complicating  anemia  or  pro- 
longed infection).  In  Finch  and  Finch’s  series,  89% 
of  patients  with  hemochromatosis  had  a serum  iron 
value  greater  than  150  mcg/dl  and  usually  greater 
than  200  mcg/dl. 

TRANSFERRIN/TOTAL  IRON  BINDING 
CAPACITY  (TIBC):  Finch  and  colleagues  feel  this 
is  less  helpful,  others  disagree.^®  Milder  et  al  feel 
the  test  is  not  specific  and  can  be  falsely  positive. 
The  Fe  saturation  is  usually  greater  than  80%. 

SERUM  FERRITIN:  This  is  the  most  useful  of 
the  3 screening  tests. It  too  can  be  falsely  pos- 
itive, as  with  the  others.  Milder  et  al  reported  the 
lowest  level  to  be  67  mcg/dl  in  patients  with  he- 
mochromatosis; but  values  were  usually  over  1 ,000. 
In  patients  with  alcoholic  liver  disease  and  hemo- 
chromatosis, values  were  often  several  thousand. 

DESFERRIOXAMINE/DEFEROXAMINE/ 
DESFERAL  (DEO):  DFO  chelates  with  body  iron 
to  form  ferrioxamine  which  is  excreted  in  the  urine. ^ 
It  is  used  as  a further  screening  test  if  any  of  the 
other  tests  are  abnormal;  the  likelihood  of  hemo- 
chromatosis when  the  three  initial  tests  are  normal 
is  almost  zero.*^ 

At  one  time  a more  complicated  Differential  Des- 
ferrioxamine  test  was  used,  but  was  largely  aban- 
doned as  unreliable,  especially  after  the  study  by 
Milder  and  his  group. ^ 

If  hemolysis  is  a consideration,  a baseline  urine 
collection  should  be  done.  The  DFO  test  is  con- 
traindicated in  pregnancy  and  in  renal  failure  (Ccr 
< 30  ml/min/1.73m^)  but  otherwise  safe.  Cataracts 
have  been  reported,  and  one  anaphylactoid  reaction; 
these  occurred  at  dosages  of  100  mg/kg  as  treatment 
for  iron-loading  anemias.  Negative  results  may  oc- 
cur in  the  nutritionally  depleted  individual  since  sev- 
eral vitamins  and  substances  may  be  essential,  in- 
cluding vitamin  C. 

For  the  DFO  test,  at  least  two  authorities  rec- 
ommend 10  mg/kg  as  a single  IM  injection  with  a 
24  hour  urine  collection.^’ ^ Acceptable  values  for 
24  hour  urine  iron  levels  are  less  than  2 mg  for 
normals,  less  than  8 mg  for  cirrhotics  (usually  2-4 
mg),  and  greater  than  8 mg  (usually  greater  than  10 
mg)  for  hemochromatosis. 

BIOPSY  OF  LIVER,  OTHER  TISSUE:  Stain- 
able  iron  deposits  in  the  hepatic  parenchyma  and 
Kupffer  cells  are  common  after  transfusions,  and 
can  also  be  a reflection  of  hepatocellular  necrosis. 
Small  accumulations  of  hepatocellular  iron  are  not 
uncommon,  or  necessarily  pathologic.  The  amount 


of  stainable  iron  does  not  always  reflect  total  body 
iron  stores  since  individuals  with  normal  body  stores 
have  been  noted  to  have  moderate  staining.  Some 
workers  have  recommended  a quantitative  liver  bi- 
opsy; an  iron  content  greater  than  0.5  mg/lOOmg 
of  liver  specimen  (wet)  is  considered  to  be  hemo- 
chromatosis. Liver  biopsy  is  considered  the  defin- 
itive test,  especially  with  hepatocellular  iron  and 
fibrosis.  However,  neither  light  or  electron  micros- 
copy can  differentiate  between  iron  overload  of  the 
secondary  type  and  hemochromatosis. 

Examination  of  bone  marrow  and  distal  stomach 
tissue  may  confuse  the  picture.  With  excessive  oral 
ingestion,  the  stomach  and  proximal  small  bowel 
may  be  heavily  stained  with  iron  in  the  absence  of 
hemochromatosis . 

Sweat  gland  examination  may  be  helpful.  In  a 
series  of  100  patients  with  hemochromatosis,  iron 
deposition  was  found  in  the  eccrine  sweat  glands  in 
27  of  50  patients.  No  control  patients  had  this  find- 
ing but  normal  patients  may  have  deposits  in  the 
apocrine  sweat  glands.  The  absence  of  the  eccrine 
findings  does  not  rule  out  hemochromatosis.*^ 

Cardiac  failure  is  the  leading  cause  of  death  in 
the  untreated  patient  with  hemochromatosis.  It  is 
more  prevalent  in  the  younger  age  group  and  death 
may  occur  within  1 or  2 years  from  the  time  of 
diagnosis.  A Stanford  group  reported  a patient  upon 
whom  they  had  done  four  endomyocardial  biopsies. 
After  2Vi  years  of  repeated  phlebotomies,  at  which 
time  hypoferrinemia  and  severe  microcytic  anemia 
had  developed,  iron  was  still  present  in  the  myo- 
cardium. After  five  years  and  after  the  fourth  bi- 
opsy, iron  was  absent  on  the  cardiac  biopsy.*^ 
Congestive  heart  failure  due  to  hemochromatosis  is 
rare  without  iron  in  the  heart  muscle  cells. 

REPEATED  PHLEBOTOMIES:  This  may  be 
the  only  definitive  way  to  make  the  diagnosis  of 
hemochromatosis.^  With  weekly  phlebotomies,  the 
normal  person  will  become  anemic  after  3-4  weeks 
when  1 gram  has  been  removed  (200-250  mg  of 
iron  per  500  ml  of  blood),  and  by  the  7th  week  the 
anemia  will  be  severe.  In  the  patient  with  hemo- 
chromatosis, this  will  take  months  or  years,  as  one 
needs  to  demonstrate  that  there  was  a 10  g iron 
excess.  Cirrhotics  with  hemosiderosis  are  not  helped 
by  repeated  venesections.'*-  5. 9,  lo 

TREATMENT  RESULTS:  Prior  to  insulin  and 
antibiotics,  mortality  was  secondary  to  the  compli- 
cations of  diabetes  mellitus. 

The  first  large  series  demonstrating  the  efficacy 
of  venesection  was  published  in  1976.'^  Five-year 
survival  was  66%  in  85  treated  patients  and  18%  in 
26  untreated  controls.  The  10-year  survival  was  18% 
in  the  treated  group  and  6%  in  the  untreated  group. 
By  covariant  analysis,  mean  survival  time  was  63.4 
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months  with  treatment  and  17.8  months  without. 
Hepatoma  accounted  for  29%  of  the  deaths;  other 
neoplasms  accounted  for  22%.  Regression  of  liver 
fibrosis  and  cardiac  symptoms  have  been  reported. 
Melanosis  is  unchanged,  but  pigmentation  from  iron 
deposition  is  improved  as  are  the  CNS  abnormali- 
ties. Arthritis  and  gonadal  dysfunction  are  not  im- 
proved. Administration  of  vitamin  C to  those  with 
cardiac  involvement  may  be  detrimental. 

If  patients  with  cardiac  symptoms  survive  two 
months  of  repeated  venesection,  the  long-term  sur- 
vival prospect  is  better,  as  long  as  the  venesections 
continue.  The  onset  of  arrhythmias  (mostly  ven- 
tricular) and/or  congestive  failure  are  ominous  signs, 
especially  in  the  younger  age  group.  Decompen- 
sation may  occur  in  a matter  of  days.^  In  a review 
of  1,098  patients,  cardiac  disease  accounted  for  31% 
of  all  deaths;  60%  of  those  under  age  40.^^ 

The  most  frequent  presenting  symptom  was  ab- 
dominal pain;  the  most  frequent  initial  physical 
manifestation  was  asymptomatic  hepatomegaly. 
Chronic  symptoms  before  diagnosis  were  impo- 
tence, arthritis,  and  diabetes.^  There  has  not  been 
a report  of  hepatocellular  carcinoma  developing  be- 
fore the  onset  of  cirrhosis,  whereas  therapy  has  not 
seemed  to  decrease  the  incidence  of  hepatic  carci- 
noma once  cirrhosis  has  developed. 

SUMMARY 

Hemochromatosis  may  be  missed  unless  consid- 
ered “in  every  patient  with  cirrhosis  of  the  liver, 
strange  pigmentation  of  the  skin,  intractable  heart 
disease  (whether  failure,  arrhythmia,  or  both),  im- 
potence or  sterility,  and  of  course,  diabetes  melli- 
tus.”^  Hemochromatosis  should  be  in  the  differ- 
ential diagnosis  of  all  “cirrhotics.”  The  pathology 
report  alone  is  not  enough.  One  must  also  consider: 
history  of  alcohol  ingestion,  serum  Fe,  TIBC,  per 
cent  Fe  saturation,  serum  ferritin,  desferrioxamine 
urine  excretion,  liver  biopsy,  and  possibly  an  ec- 
crine  sweat  gland  biopsy  or  endomyocardial  biopsy. 
A diagnostic  phlebotomy  may  have  to  be  tried. 

Ideal  Diagnostic  Criteria  for  Idiopathic  Hemochromatosis^ 

• Parenchymal  Iron  Overload: 

transferrin  saturation  >80%, 
serum  ferritin  > 1,000  mcg/ml, 
desferrioxamine  iron  excretion  > 8 mg/24  hrs, 
liver  Bx  showing  parenchymal  distribution  of  iron 

• Tissue  Damage 

• Iron  overload  in  other  family  members 

Treatment  of  Idiopathic  Hemochromatosis  (IHC)‘® 

• Initial  — weekly  phlebotomy  of  500-1,000  ml  until  Hb 

falls  below  11  g/dl  & serum  ferritin  approaches  10  meg/ 
ml 

• Maintenance  — phlebotomy  to  maintain  serum  ferritin 

in  low  normal  range  (500  ml  every  3-4  months) 

EPILOGUE  to  Case  2:  Weekly  phlebotomies  were 


started,  but  were  able  to  be  accomplished  only  a 
few  times.  Unsuccessful  attempts  were  made  to  have 
them  done  by  a hometown  facility.  An  attempt  was 
made  to  have  a resident  from  a different  program 
help.  Before  this  was  effected,  he  was  admitted  to 
the  VAMC  on  6/4/85,  and  died  on  6/21/85. 

The  autopsy  report  confirmed  the  clinical  suspi- 
cion of  hemochromatosis.  The  provisional  report 
was:  micronodular  cirrhosis  of  the  liver  (severe); 
with  hemochromatosis  of  the  liver,  heart,  pancreas, 
stomach,  and  kidneys;  ascites;  esophageal  varices; 
severe  splenomegaly;  and  bilateral  bronchopneu- 
monia. 

His  family  members  were  advised  about  the  pos- 
sibility of  hemochromatosis  at  the  beginning  of  his 
phlebotomies,  and  again  after  his  autopsy. 
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cefaclor 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


C©Clor®  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae,  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
(group  A /3 -hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS.  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother’s  milk.  Exercise  caution  in  prescribing 
for  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 


Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count 
(especially  In  infants  and  children). 

• Abnormal  urinalysis;  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs’  test. 


• False-positive  tests  for  urinary  glucose  with 
Benedict’s  or  Fehling’s  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  j„,2886RJ 


PA  8794  AMP 


©1987,  ELI  LILLY  AND  COMPANY 

Additional  inlormation  a va liable  to  the 
profession  on  request  from  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46285. 

Eli  Lilly  Industries,  Inc 

700241  Carolina,  Puerto  Rico  00630 


Jerry  Flanagan 

Resident  Manager 


MEMBER  NEW  YORK  STOCK  EXCHANGE 


100  NORTH  MAIN,  P.O.  BOX  5024 
SIOUX  FALLS,  SOUTH  DAKOTA  57117 
TOLL  FREE:  1-800-843-0063  TOLL  FREE  (SD  ONLY):  1-800-952-0423 
605-336-2550 


TAX  FREE  INCOME 


More  attractive  than  ever! 

With  the  virtual  elimination  of  traditional  tax  shelters  and  many 
commonly  used  deductions,  tax-free  income  is  more  important 
than  ever  before. 


How  can  tax-exempt  municipal  bonds  benefit  your  investment 
portfolio?  They  offer  . . . 

• Tax  Free  Income 


• Limited  Risk 

• Investment  Selection  to  Fit  Individual  Goals 

• Marketability 

• A Tax  Planning  Tool 

For  more  information  about  tax-exempt  municipal  bonds  available 
at  Dain  Bosworth,  complete  and  mail  the  coupon  below  or  call: 


^ I’d  like  more  information  on  tax-free  income  opportunities  available  at 
I Dain  Bosworth. 


“I 


Name  | 

Address  * 

City State Zip | 

Business  Phone Home  Phone . 

J 


I If  you  are  a Dain  Bosworth  customer,  please 
• give  the  name  of  your  Investment  Broker 


Member  New  York  Stock  Exchange 
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18th  ANNUAL 

BLACK  HILLS  SUMMER  SEMINAR 
ON  PERINATOLOGY  AND  NEONATALOGY, 

GENERAL  PEDIATRICS  AND  SPECIAL  PEDIATRIC  ISSUES 

AUGUST  6,  7,  8,  1987 

Howard  Johnson  Motor  Lodge,  Rapid  City,  South  Dakota 

Hosted  by  the  South  Dakota  Academy  of  Family  Physicians 

This  program  has  been  reviewed  and  is  acceptable  for  16  hours  by  the  American  Academy  of  Family  Physicians  and  16  hours  Category 
I AAAA  Physician  Recognition  Award. 


WEDNESDAY,  AUGUST  5,  1987 

2:00  p.m.  SDAFP  Board  of  Directors  Meeting 

THURSDAY,  AUGUST  6,  1987 
PERINATOLOGY  AND  NEONATOLOGY 

Richard  C.  Finley,  M.D.,  Moderator 

6:30-7:00  a.m.  Registration 

Complimentary  continental  breakfast 
7:00-7:10  a.m.  Welcome 

7:10-7:50  a.m.  Prenatal  Risk  Screening 

James  R.  Thomas,  M.D.,  Ph.D. 
7:55-8:35  a.m.  Intrapartum  Management/Monitoring 
Raymond  G.  Burnett,  M.D. 

8:40-9:20  a.m.  Neonatal  Resuscitation 

Lawrence  J.  Fenton,  M.D. 

9:25-9:45  a.m.  Coffee,  Consultation,  Conversation 
9:50-10:30  a.m.  Prenatal  Risk  Management 

James  R.  Thomas,  M.D.,  Ph.D. 

10:35-1 1 :15  a.m.  Neonatal  Sepsis 

Lawrence  J.  Fenton,  M.D. 

1 1 :20- 
12:15 


p.m. 


7:10-7:50  a.m. 

Child  Abuse 

Scott  W.  McKercher,  M.D. 

7:55-8:35  a.m. 

Pediatric  Health  Maintenance/Immunizations 
Gerald  D.  Loos,  M.D. 

8:40-9:20  a.m. 

Dehydration  & Fluid  Management 
Scott  W.  McKercher,  M.D. 

9:25-9:45  a.m. 

Coffee,  Consultation,  Conversation 

9:50-10:30  a.m. 

Childhood  Poisoning 
Gerald  D.  Loos,  M.D. 

10:35-11:15  a.m. 

Failure  to  Thrive 

Scott  W.  McKercher,  M.D. 

11:20-12:00  noon 

Panel  — Both  Speakers 

12:15  p.m. 

Awards  Luncheon 
Robert  H.  Taylor,  M.D. 
President,  AAFP 

AFTERNOON  AND  EVENING  FREE 

SATURDAY,  AUGUST  8,  1987 
SPECIAL  PEDIATRIC  ISSUES 

Clark  W.  Likness  M.D.,  Moderator 


noon  Panel  — All  Three  Speakers 

6:30-7:00  a.m. 

Registration 

Buffet  Luncheon 

Complimentary  continental  breakfast 

SDAFP  Annual  Business  Meeting 

7:10-7:50  a.m. 

Head  Trauma 

SDAFP  Committee  Meetings 

Alan  K.  Kelts,  M.D.,  Ph.D. 

Education 

7:55-8:35  a.m. 

Cardiac  Murmurs 

Health  Care  Services 

Guy  A.  Carter,  M.D. 

Legislation 

8:40-9:20  a.m. 

Pre-Participation  Evaluation  of  the  Student 

Public  Relations 

Athlete 

Special  Issues 

Loren  H.  Amundson,  M.D. 

EVENING  FREE 

9:25-9:45  a.m. 

Coffee,  Consultation,  Conversation 

9:50-10:30  a.m. 

Seizure  Disorders 

FRIDAY,  AUGUST  7,  1987 

Alan  K.  Kelts,  M.D.,  Ph.D. 

GENERAL  PEDIATRICS 

10:35-11:15  a.m. 

Preventive  Heart  Maintenance 

Richard  W.  Honke  II,  M.D.,  Moderator 

Guy  A.  Carter,  M.D. 

11:20-12:00  noon 

Panel  — All  Three  Speakers 

6:30-7:00  a.m.  Registration 

Complimentary  continental  breakfast 


SEMINAR  CLOSES 


MAKE  PLANS  TO  ATTEND  NOW,  WRITE: 
BLACK  HILLS  SUMMER  SEMINAR 
3001  S.  Holly 
Sioux  Falls,  SD  57105 
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SOUTH  DAKOTA 


CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


See  last  page  for  references  and 
Brief  Summary  of  Product  Information. 

G/axo/<^ 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s,  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No. 

patients 

USA^ 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%t 

60 

cimetidi ne 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

ranitidine 
150  mg  h.s. 

8%4 

14%+ 

23%+ 

243 

cimetidine 
400  mg  h.s. 

21% 

34% 

37% 

241 

*p=0.02 

tp=0.01 

+p<0.004 

%=life-table  estimates 
All  patients  were  permitted 

prn  antacids  for  re 

lief  of  pain. 

These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect'to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of 
indicates  that  the 
cimetidine  is  less 
therapy. 


ranitidine  over  cimetidine  in  these  trials 
dosing  regimen  currently  recommended  for 
likely  to  be  as  successful  in  maintenance 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


ranitidine  HCI/Glaxo  150  mg  tablets 


One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


Zsntxwo 

ranitidine HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 


References: 

1.  Silvis  SE,  Griffin  J,  Hardin  R,  et  al:  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer  J Clin 
Gastroenterol  1985;7(6):482-487. 

2.  Gough  KR,  Korman  MG,  Bardhan  KD.  et  ah  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse:  A double- 
blind, randomised,  multicentre,  comparative  trial  Lancet 
1984;ii:659-662. 

3.  Data  available  on  request,  Glaxo  Inc. 

ZANTAC®  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC®  300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC®  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol- 
linger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC®  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION).  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix*  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC®  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting, and  abdominal  discomfort/pain  have  been 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  entiandrogenic 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosinophilia)  and  small  increases  in  serum 
creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
is  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/min  is 
150  mg  every  24  hours.  Should  the  patient’s  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HDW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300”  on  one  side  and  “Glaxo”  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC®  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTAC 
150  on  one  side  and  “Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47).  - 

Store  between  15'^  and  30“C  (59°  and  86°F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  October  1986 
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Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Dreams  Can  Come  True 

As  I PREPARE  TO  bccome  the  SDSMA  Auxil- 
iary’s 78th  president,  my  vision  is  blurred 
with  thousands  of  confusing  images  about  our  world. 
On  one  side  I see  physicians,  spouses,  struggle, 
litigations,  lawyers,  and  so  on.  On  the  other  side  I 
see  America,  democracy,  freedom,  liberty,  com- 
mon good,  and  so  on. 

The  more  I think  about  these  things  the  more 
optimistic  I become.  As  a volunteer  organization, 
the  Auxiliary  carries  the  heavy  burden  of  today’s 
challenges.  Our  efforts,  on  behalf  of  our  spouses 
and  the  nation’s  health,  contributes  to  the  total  effort 
of  maintaining  its  strength.  However,  to  keep  that 
strength,  goals  need  to  be  set  and  implemented. 

The  goals  I have  set  as  president  of  the  Auxiliary 
for  this  coming  year  have  a lot  to  do  with  that  blurred 
vision  and  today’s  reality.  To  overcome  such  con- 
flicting images  with  a positive  attitude  does  not  nec- 
essarily mean  stopping  the  flow  of  dreams  and  hopes 
in  which  this  great  country  was  built. 

Because  democracy  is  the  axiom  of  our  nation, 
I start  the  year  with  the  theme  that  DREAMS  CAN 
COME  TRUE.  Nowhere  else  other  than  in  America 
does  this  idea  hold  true. 

For  the  Auxiliary  to  fulfill  those  dreams,  legis- 
lation and  political  action  need  to  be  a top  priority. 
Once  again,  we  urge  physicians  and  spouses  to  join 
forces  with  AMP  AC  and  SoDaPAC;  to  get  involved 
in  “Participation  ’88’’;  to  work  in  political  cam- 
paigns; to  become  aware  of  medical  issues;  and  to 
initiate  contact  on  a one-on-one  basis  with  legisla- 
tors. Without  these  vital  forces,  dreams  and  de- 
mocracy will  never  survive. 


Democracy  survives  because  the  common  man  is 
involved  in  the  common  good.  So  a second  goal  is 
to  stress  community  involvement.  The  Auxiliary 
will  continue  that  trend  in  the  “Shape  Up  For  Life’  ’ 
campaign.  We  continue  to  focus  on  prenatal  and 
postnatal  care;  child  abuse  and  neglect;  teen  suicide 
prevention;  drinking  and  driving;  drug  use  and  abuse; 
and  the  keeping  fit  campaign.  We  also  continue  the 
program  for  older  Americans  to  promote  their  qual- 
ity of  life  and  advocate  the  positive  aspects  of  aging. 

Because  right  to  assembly  is  one  of  this  country’s 
most  precious  liberties,  a third  goal  is  to  promote 
physician/spouse  recruitment  and  retain  members. 
Dreams  can  come  true  only  if  we  solidify  our  forces. 
Battles  cannot  be  won  without  a united  front  armed 
with  the  same  goals  and  ideals. 

In  order  to  fulfill  those  goals  and  ideals,  a fourth 
aim  is  to  support  health  education.  The  main  em- 
phasis is  to  encourage  AMA-ERF  fund-raising  ac- 
tivities; continue  the  link  between  the  Auxiliary  and 
the  resident  physician  and  medical  student  spouses; 
promote  the  AMA’s  emphasis  on  AIDS  awareness, 
and  a “Smoke-Free”  society  by  the  year  2000. 
Dreams  can  come  true  if  we  help  those  who  shoulder 
the  shape  of  the  future,  and  thus  further  social  prog- 
ress. 

But  for  the  achievement  of  progress  and  a brighter 
future,  the  present  means  involvement  and  com- 
mitment. A fifth  goal  is  to  promote  Project  Team- 
work; to  work  at  the  grass  root  level  together  with 
our  Medical  Society  to  enhance  and  improve  the 
physician/spouse  image  in  the  community;  and  to 
encourage  physician/spouse  to  seek  active  involve- 
ment in  community  activities.  Dreams  can  come 
true  if  we  confront  negative  images  and  convert 
them  into  positive  ones. 

A sixth,  and  final  goal,  is  purely  a selfish  one. 
It  is  for  me  to  hope  to  inject  all  Auxilians  and  spouses 
with  a positive  attitude  toward  collectively  realizing 
dreams  and  objectives.  Dreams  can  come  true  if  we 
understand,  nurture,  and  above  all,  believe  in  our 
dreams.  The  future  of  medicine  in  America  doesn’t 
need  to  be  bleak.  It’s  a challenge  we  must  meet 
head  on.  It’s  time  for  commitment  to  the  spirit  which 
made  this  country  great.  Despite  vicissitudes,  our 
forefathers  believed  in  a better  world  ahead  of  them. 
Thus  they  created  the  greatest  democracy  ever  con- 
ceived. We  shall  keep  their  hopes  and  dreams  alive. 
Medicine  and  the  American  people  shall  survive, 
and  with  God’s  help  a blurred  vision  shall  convert 
into  a dream  come  true.  ■ 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Family  Practice 
Physician  Needed 

Established  need  tor  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
v/est  lov/a.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  far  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  tv/o 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO's  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (712)732-5030 


Family  Practitioner 

Family  practitioner  to  join  a Board  Certified 
family  practitioner  in  an  established  clinic 
and  hospital  practice.  Obstetrics  and  hos- 
pital privileges  required.  The  beautiful  mod- 
ern facility  is  minutes  from  a metropolitan 
area,  and  a state  university.  Competitive  sal- 
ary and  benefits.  Send  CV  to: 


Scot  Graff 
Executive  Director 
Union  County  Health  Foundation 
P.  O.  Box  722 

Elk  Point,  South  Dakota  57025 
(605)  356-3317 


SAVE  on  premiums 
for 

Workers’ 

Compensation 

Insurance 

Program  approved  by  SDSMA 

Dividends  have  run  up  to 
43.5%,  averaging  30% 
since  1976. 

Write  or  Cciii  toii-free  for 
compiete  information. 

DODSON  INSURANCE  GROUP 
P.O.  Box  559 
Kansas  City,  MO  64141 
1-800-821-3760 
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Thii  Is  Your  Medical  Association 


Ralph  Heirigs,  M.D.,  a specialist  in  obstetrics  and 
gynecology,  has  begun  his  practice  in  Sturgis.  Dr. 
Heirigs  is  a native  of  Yankton.  He  received  his 
medical  degree  at  the  University  of  Kansas  School 
of  Medicine,  Kansas  City,  in  1981  and  completed 
a residency  in  obstetrics  and  gynecology  in  Kansas 
City  in  1985.  He  was  in  private  practice  in  Louis- 
ville, Kentucky  until  August  1986,  before  coming 
to  Sturgis. 

Dr.  Heirigs  resides  in  Rapid  City  with  his  wife, 
Roxanne,  and  their  three  children. 

* * * * 

Gene  F.  Burrish,  M.D.,  Sioux  Falls,  has  passed 
his  board  examinations  and  is  now  a diplomate  of 
the  American  Academy  of  Dermatology. 

^ ^ ^ ^ 

Yankton  pediatrician,  Louis  J.  Heck,  M.D.,  was 
elected  to  Fellowship  in  the  American  Academy  of 
Pediatrics  at  a recent  meeting  of  the  AAP  Executive 
Board. 


Bernard  T.  Lenz,  M.D.,  a Huron  physician  for 
more  than  50  years  died  recently  at  the  age  of 
76.  Dr.  Lenz,  a native  of  Conde,  began  his  med- 
ical practice  at  the  Huron  Clinic  in  1936.  He 
received  his  medical  degree  from  the  University 
of  Minnesota  School  of  Medicine  in  1935  and 
served  his  internship  at  Minneapolis  General 
Hospital. 

Dr.  Lenz  was  active  in  many  local  and  state 
organizations.  He  was  a past  president  of  the 
Huron  Clinic  Foundation  and  instrumental  in  the 
formation  of  the  Huron  Regional  Medical  Center. 
He  was  a member  of  the  S.D.  Mental  Health 
Association,  S.D.  State  Medical  Association  and 
the  American  Medical  Association.  He  was  also 
past  president  of  the  S.D.  Chapter  of  the  Amer- 
ican Cancer  Society  and  was  honored  this  past 
year  for  longtime  service  in  the  S.D.  State  Med- 
ical Association. 

He  is  survived  by  his  wife,  Elaine;  two  sons, 
Richard  of  Milwaukee,  Wise,  and  Dr.  Tony  Lenz 
of  Great  Falls,  Mont.;  three  daughters,  Mrs.  Dean 
(Mary)  Olson  of  Aberdeen,  Mrs.  Don  (Jane) 
Mengedoth  of  Fargo,  N.D.  and  Mrs.  Dale  (Shir- 
ley) Gelskey  of  Winnipeg,  Manitoba,  Canada; 
two  brothers.  Dr.  Otto  Lenz  of  Minneapolis  and 
Dr.  Joe  Lenz  of  Morton,  Minn.;  a sister,  Cleo 
Robertson  of  Huron;  13  grandchildren  and  two 
great-grandchildren . 


Dr.  Robert  E.  Van  Demark,  Jr.,  orthopedic  sur- 
geon, and  Dr.  Robert  A.  Neilimark,  oncologist, 
both  of  Sioux  Falls,  have  been  elected  to  the 
McKennan  Hospital  Community  Advisory  Board. 

* * * * 

Michael  Crandell,  M.D.,  Kennebec;  Courtney 
Anderson,  M.D.,  Sioux  Falls;  Charles  Roberts, 
Jr.,  M.D.,  Brookings;  and  T.  J.  Huber,  M.D., 
Pierre,  have  completed  continuing  education  re- 
quirements to  retain  active  membership  in  the 
American  Academy  of  Family  Physicians. 

* * * * 

Dr.  R.  Buckland  Thomas,  M.D.,  FAPA  recently 
joined  Dakota  Midland  Hospital  in  Aberdeen,  where 
he  is  the  medical  director  of  DMH  Psych  Center. 
He  specializes  in  general  psychiatry  and  is  available 
for  psychiatric  consultation  and  referral. 

Dr.  Thomas  received  his  medical  degree  from  the 
University  of  Illinois  College  of  Medicine,  Chicago, 
in  1956.  He  completed  a general  internship  in  1957 
at  Emanuel  Hospital,  Portland,  Oregon  and  a psy- 
chiatric residency  at  the  Walter  Reed  Army  Hos- 
pital, Washington,  DC  in  1961.  He  is  certified  by 
the  American  Board  of  Psychiatry  and  Neurology; 
is  a Fellow  of  the  American  Psychiatric  Association; 
and  an  examiner  for  the  American  Board  of  Psy- 
chiatry and  Neurology.  Before  coming  to  South  Da- 
kota, Dr.  Thomas  practiced  in  Monroe,  Wisconsin, 
where  he  was  chairman  of  psychiatry  at  Monroe 
Clinic  and  St.  Clare  Hospital  and  was  also  medical 
director  of  the  Green  County  Community  Mental 
Health  Center. 

Dr.  Thomas  and  his  wife,  Cheryl,  a psychiatric 
nurse,  have  two  daughters. 

(continued  on  next  page) 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


J U N E 1 987 


29 


(continued  from  page  29) 

Belle  Fourche’s  newest  doctor,  Richard  Asper, 
M.D.,  has  begun  his  practice  in  family  medicine. 
Dr.  Asper  first  received  his  pharmacy  degree  in 
1979  before  studying  medicine  at  the  USD  School 
of  Medicine.  He  obtained  his  medical  degree  in 
1984.  He  completed  his  residency  in  internal  med- 
icine at  USD  Affiliated  Hospitals  in  Sioux  Falls. 

Dr.  Asper ’s  wife,  Kathy,  has  studied  child  de- 
velopment and  psychology  and  will  continue  work- 
ing in  these  fields  in  Belle  Fourche. 

* ❖ * * 

Dr.  John  McKichan,  Aberdeen,  recently  began  his 
practice  in  family  medicine.  Dr.  McKichan  received 
his  M.D.  degree  from  the  University  of  Wisconsin 
Medical  School  in  June  1969.  He  completed  his 
internship  in  1970  at  St.  Paul  Ramsey  County  Hos- 
pital, St.  Paul,  Minnesota.  He  worked  for  two  years 
at  the  Indian  Health  Service  in  Chamberlain  before 
going  to  Platte ville,  Wisconsin  where  he  practiced 
until  recently. 

Dr.  McKichan  and  his  wife,  Jan,  have  two  chil- 
dren. 


Robert  Vosler,  M.D.,  an  internal  medicine  spe- 
cialist, has  begun  practice  in  Spearfish.  Dr.  Vosler, 
a native  of  South  Dakota,  received  his  medical  de- 
gree from  the  USD  School  of  Medicine  in  1981. 
He  completed  a one-year  internship  in  1982,  at  Sioux 
Valley  Hospital  in  Sioux  Falls  and  a two-year  in- 
ternal medicine  residency  in  1984  at  the  USD  Af- 
filiated Hospitals  in  Sioux  Falls. 

Dr.  Vosler’ s wife,  Betty,  is  a registered  nurse 
and  will  work  with  him.  They  have  a two-year  old 
daughter. 

* * * * 

John  Fritz,  M.D.,  internal  medicine  physician  from 
Mitchell,  has  been  notified  that  he  is  board  certified 
by  the  American  Board  of  Internal  Medicine. 


herpes  lab|pis 

“HERPECIN-L  is  my  treatment  ^ eMce  for 
perioral  herpes.”  - ^ GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.’^^  J>0S,  MN 

“HERPECIN-L*^.  . . a conserva^ie  approach 
with  low  risk/high  benefits.”  ^ MD,  FL 

“Used  at  prodromal  symptoms^  blisters 
never  formed  . . . remarkable.”  / DH,  MA 

“(In  clinical  trials) .. . response  wg^dramatlc. 
HERPECIN-L  . .proven  far  superior^’  DDS,  PA 

“All  patients  claimed  shorter  duradon  ...  at 
prodromal  symptoms  . . . ^ERPEGIN-L 
averted  the  attacks.”  MD,  AK 


' OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Camfssll  Laboratories. 
Inc,  PO  BOX  B12-MD.  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin-a^^ 


In  South  Dakota  HERPECIN-L  is  available  at  all  Osco 
f//  select  pharmacies. 


Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical 
Association  met  on  Friday,  April  3,  1987,  in  the 
Harvest  Room  of  the  Ramkota,  Sioux  Falls.  Fol- 
lowing are  items  of  business  transacted  at  this  meet- 
ing. 

1 . OFFICE  BUILDING.  The  Council  approved  the 
sale  of  the  State  Medical  Association  building 
on  North  West  Avenue  and  the  purchase  and 
renovation  of  the  building  at  1323  S.  Minnesota 
Avenue.  The  new  office  will  allow  the  Associ- 
ation, Foundation  and  DakotaCare  to  be  housed 
together  and  will  facilitate  greater  efficiency 
within  these  organizations. 

2.  PREAUTHORIZED  ADMISSIONS.  Informa- 
tion on  requirements  for  preauthorized  admis- 
sions was  discussed.  It  was  decided  that  this 
problem  should  be  explored  further  and  possibly 
legislation  should  be  drafted  and  introduced  in 
the  1988  session  to  alleviate  such  problems. 

3.  HONORARY  LIFE  MEMBERS.  The  following 
were  elected  to  honorary  life  membership  in  the 
State  Medical  Association:  Robert  Westaby, 
M.D.,  Hot  Springs;  Wallace  Ameson,  M.D., 
Sioux  Falls;  B.  T.  Brookman,  M.D.,  Wagner; 
Donald  Peik,  M.D.,  Brookings;  and  Karlis 
Zvejnieks,  M.D.,  formerly  of  Aberdeen. 

4.  SODAPAC  BOARD  OF  DIRECTORS.  Ila 
Lushbough,  Brookings,  was  elected  to  the 
SoDaPAC  Board  of  Directors  for  a three  year 
term. 


5.  FINANCIAL  ASSISTANCE  TO  MEDICAL 
STUDENTS.  The  Council  voted  to  give  $750 
to  University  of  South  Dakota  Medical  School 
Students  to  assist  them  in  having  a delegation 
attend  the  AMA  annual  meeting  in  June  and 
$750  to  assist  with  expenses  in  attending  the 
December  meeting. 

6.  ENDOWMENT  ASSOCIATION  BOARD  OF 
DIRECTORS . The  following  were  re-elected  to 
serve  a one  year  term  on  the  South  Dakota  Med- 
ical School  Endowment  Association  Board  of 
Directors:  Joseph  Hamm,  M.D.;  Warren  Jones, 
M.D.;  Bruce  Lushbough,  M.D.;  T.  H.  Sattler, 
M.D.;  Robert  Giebink,  M.D.  and  Bruce  Allen, 
M.D. 

7.  RULES  GOVERNING  DEATH  CERTIFI- 
CATES. The  Council  directed  that  a represent- 
ative of  the  State  Medical  Association  attend  an 
administrative  rules  hearing  in  Pierre  and  ex- 
press opposition  to  proposed  changes  in  rules 
governing  death  investigations.  The  Health  De- 
partment proposed  a change  which  would  allow 
the  coroner  to  independently  amend  the  medical 
certificate  in  certain  instances.  Currently  death 
certificates  can  be  amended  by  the  coroner;  how- 
ever, he  must  obtain  an  affidavit  from  the  at- 
tending physician.  The  Medical  Association’s 
position  is  to  leave  the  rules  as  they  are. 

The  next  Council  meetings  will  be  held  in  con- 
junction with  the  annual  meeting  on  Thursday,  June 
4,  and  Sunday,  June  7.  ■ 


Portrait  of  the  Great  American  Investor 


She’ll  go  wherever  the  story  takes  her.  She 
invests  her  time  in  her  work  and  her  money 
in  U.S.  Savings  Bonds.  Bonds  now  pay 
competitive  rates,  like  money  market 
accounts.  Find  out  more,  call 
1-800-US-BONDS.  . 


U.S.  SAVINGS  BONDS 

THE  GREAT  AMERICAN  INVESTMENT 


Bonds  held  less  than  five  years  earn  a lower  rate.  ^ public  service  of  this  publication. 


J U N E 1 987 


31 


Lack  of  Complete  Documentation 
May  Result  in  Denial 


Foundation  for 
triediCQl  Core 


South  Dakota 


SDFMC  has  identified  problems  in  reviewing  Medicare  and  Medicaid 
cases  which  have  incomplete  medical  record  documentation. 

When  the  situation  occurs  where  a physician  advisor  is  unable  to  find 
adequate  record  documentation  and/or  a documented  need  for  acute 
care  hospitalization  based  on  the  available  medical  record  information, 
a notice  of  non-certification  will  be  Issued. 

This  action  will  provide  the  attending  physician  with  a notice  that  the 
medical  record  lacks  sufficient  information  supporting  need  for  acute 
care  hospitalization.  This  notice  will  also  provide  the  attending  physician 
with  an  opportunity  to  document  any  additional  information  regarding 
the  case.  It  is  imperative  that  the  attending  physician  contact  the  phy- 
sician reviewer  as  soon  as  possible  to  resolve  the  denial  notice,  if  the 
denial  can  be  resolved  within  1 5 days,  it  is  treated  as  if  it  never  occurred. 

The  SDFMC  nurse  review  coordinators  will  notify  the  attending  phy- 
sician that  any  additional  information  that  the  attending  physician  may 
have  regarding  this  case,  which  is  currently  not  on  the  record,  may  be 
added  in  the  form  of  an  addendum. 

A signed  copy  of  the  addendum  will  be  placed  in  the  medical  record 
and  a signed  copy  forwarded  to  SDFMC.  The  initial  physician  advisor 
will  then  have  an  opportunity  to  review  the  completed  record  and,  when 
appropriate,  adjust  the  review  determination. 


South  Dakota  Foundation  for  Medical  Care  has  recently  nioved  to  a 
new  office  at  1323  S.  Minnesota  Ave.,  Sioux  Falls,  SD  57105. 


NEW  ADDRESS 
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■New  SDSMA  Members 


MEMBERS 

David  Yecha,  M.D. 

FP 

Scott  Blonder,  M.D. 

Black  Hills  Reg.  Eye  Inst. 

Anes 

608  E.  Garfield 
Gettysburg,  SD 

2800  Third  St. 
Rapid  City,  SD 

Rodney  Zimmerman,  M.D. 

1320  S.  Minnesota  Ave. 

FP 

Michael  Brandner,  M.D. 

Williams  Surgical  Cl. 

P.O.  Box  2623 
Rapid  City,  SD 

Gene  Burrish,  M.D. 

PS/OrS 

D 

Sioux  Falls,  SD 

ASSOCIATE  MEMBERS 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 
Sioux  Falls,  SD 

Margaret  Benson,  M.D. 

2300  S.  Dakota  Ave. 
Sioux  Falls,  SD 

Resident 

Mark  Clippinger,  M.D. 

PHS  Indian  Hospital 
Eagle  Butte,  SD 

FP 

Daniel  W.  Blue,  M.D. 

2300  S.  Dakota  Ave. 
Sioux  Falls,  SD 

Resident 

Donald  Gold,  Jr.,  M.D. 

USDSM,  Dept,  of  Psy. 
2501  W.  22nd  St. 

Sioux  Falls,  SD 

P 

Thomas  Bruns 

1300  E.  49th 
Sioux  Falls,  SD 

Student 

Steven  Hata,  M.D. 

2929  Fifth  St.,  #240 
Rapid  City,  SD 

N 

Douglas  Griffin,  M.D. 

2300  S.  Dakota  Ave. 
Sioux  Falls,  SD 

Resident 

Janies  Jones,  M.D. 

McGreevy  Clinic 
1200  S.  7th  Ave. 
Sioux  Falls,  SD 

OBG 

Dwight  Hertz,  M.D. 

1100  S.  Euclid  Ave. 
Sioux  Falls,  SD 

Resident 

Charles  W.  Landgraf,  M.D. 

VAMC 

Hot  Springs,  SD 

Paula  Hicks 

530  Elm,  Apt.  13 
Vermillion,  SD 

Student 

Michael  Langenfeld,  M.D. 

P.O.  Box  664 
Box  Elder,  SD 

Randy  Peterson,  M.D. 

2300  S.  Dakota  Ave. 
Sioux  Falls,  SD 

Resident 

Jennifer  J.  Olson,  M.D. 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 
Sioux  Falls,  SD 

Ped 

Charles  Shafer,  M.D. 

2300  S.  Dakota  Ave. 
Sioux  Falls,  SD 

Resident 

Steven  Olson,  M.D. 
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Future  Meetings 


July 


Differential  Diagnosis  of  Dementing  Diseases,  Masur  Aud., 
NIH,  Bethesda,  MD,  July  6-8.  12  hrs.  AMA  Category  I 
credit.  Contact:  Marti  Bernstein,  Prospect  Associates,  1801 
Rockville  Pike,  #500,  Rockville,  MD  20852.  Phone:  (301) 
468-6555. 

“The  Pituitary  in  Aspen,”  Given  Instit.  of  Pathobiology, 
Aspen,  CO,  July  9-11.  AMA  Category  I credit  avail.  Con- 
tact: Joann  Bauer,  CME,  U.  of  Colo.  Health  Sciences  Ctr., 
Campus  Box  C-295,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
Phone:  (303)  394-5195. 

Twenty-Third  Annual  Internal  Medicine  Program,  YMCA 
of  the  Rockies,  Estes  Park,  CO,  July  12-17.  AAFP  & AMA 
Category  I credit  avail.  Contact:  Joann  Bauer,  CME,  U.  of 
Colo.  Health  Sciences  Ctr.,  Campus  Box  C-295,  4200  E. 
9th  Ave.,  Denver,  CO  80262.  Phone:  (303)  394-5195. 


August 


Thirtieth  Annual  Pediatric  Program,  Given  Instit.  of  Patho- 
biology, Aspen,  CO,  Aug.  3-6.  AAFP  & AMA  Category  I 
credit  avail.  Contact:  Joann  Bauer,  CME,  U.  of  Colo.  Health 
Sciences  Ctr.,  Campus  Box  C-295,  4200  E.  9th  Ave.,  Den- 
ver, CO  80262.  Phone:  (303)  394-5195. 

Thirteenth  Annual  Primary  Care  Orthopedics,  Given  Instit. 
of  Pathobiology,  Aspen,  CO,  Aug.  6-11.  AAFP  & AMA 
Category  I credit  avail.  Contact:  Joann  Bauer,  CME,  U.  of 
Colo.  Health  Sciences  Ctr.,  Campus  Box  C-295,  4200  E. 
9th  Ave.,  Denver,  CO  80262.  Phone:  (303)  394-5195. 

Perinatal  Medicine  Conference,  Snowmass  Conf.  Ctr., 
Snowmass  Village,  CO,  Aug.  7-10.  AAFP  & AMA  Category 
I credit  avail.  Contact:  Joann  Bauer,  CME,  U.  of  Colo. 
Health  Sciences  Ctr. , Campus  Box  C-295,  4200  E.  9th  Ave. , 
Denver,  CO  80262.  Phone:  (303)  394-5195. 

Renal  Disease  for  the  Internist  and  Nephrologist,  Given 
Instit.  of  Pathobiology,  Aspen,  CO,  Aug.  17-21.  AMA  Cat- 
egory I credit  avail.  Contact:  Joann  Bauer,  CME,  U.  of  Colo. 
Health  Sciences  Ctr. , Campus  Box  C-295,  4200  E.  9th  Ave. , 
Denver,  CO  80262.  Phone:  (303)  394-5195. 

Gynecologic  Laser  Outpatient  Surgery,  Creighton  Univ., 
Omaha,  NE,  Aug.  28-29.  Contact:  Maureen  McGinley,  CME, 
Creighton  Univ.,  Omaha,  NE  68178.  Phone:  1-800-228- 
7212. 


September 


Advanced  Cardiac  Life  Support  Provider  Course,  Francisco 
Lounge,  U.  of  Kansas  Med.  Ctr.,  Kansas  City,  KS,  Sept. 
2-3.  13.5  hrs.  AAFP  & AMA  Category  I credit.  Contact: 
David  Baldwin,  U.  of  Kans.  Med.  Ctr.,  Off.  Cont.  Ed., 
39th  & Rainbow  Blvd.,  Kansas  City,  KS  66103.  Phone: 
(913)  588-4488. 


Hospital  Nutrition  Support,  Holiday  Inn  Downtown,  Min- 
neapolis, MN,  Sept.  10-11.  Contact:  CME,  U.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 

Geriatric  Medicine  for  Faculty  of  Family  Practice  Residen- 
cies, Radisson  Univ.  Hotel,  Minneapolis,  MN,  Sept.  10-12. 


Contact:  CME,  U.  of  Minn. , Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 

Regional  Meeting  of  the  South  Dakota  Chapter,  American 
College  of  Physicians,  Sheraton  Inn,  Aberdeen,  SD,  Sept. 
11-12.  AMA  Category  I credit  avail.  Contact:  Robert  Suur- 
meyer,  M.D.,  201  S.  Lloyd  St.,  Aberdeen,  SD  57401.  Phone: 
(605)  225-8800. 

Emergency  Medicine  Review,  Ctr.  for  Cont.  Ed.,  Univ.  of 
Neb.  Med.  Ctr.,  Omaha,  NE,  Sept.  21-26.  45  hrs.  AAFP 
& AMA  Category  I credit.  Contact:  Marge  Adey,  Ctr.  for 
Cont.  Ed.,  U.  of  Neb.  Med.  Ctr.,  42nd  & Dewey  Ave., 
Omaha,  NE  68105.  Phone:  (402)  559-4152. 


South  Dakota  State 
Medical  Association 
1987  Annual  Meeting  Sponsor 
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BURROUGHS  WELLCOME  CO. 
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Professional  Representative 

605/666-4633 
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Management 

Computer  services  for  physicians 

Lee  Brandt  ^ | 

1621  S.  Minnesota  Ave.  j 

Sioux  Falls,  SD  57105 
(605)  335-1952 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PM  The  foliowing  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


I Contraindications;  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
! renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaireo.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
‘Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  ‘Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  ‘Dyazide’.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinicaliy  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paraiyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  ‘Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  ‘Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
‘Dyazide’.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereo),  hyperuricemia  anti  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  ‘Dyazide’,  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  ‘Dyazide’  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilufional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
‘Dyazide’  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

SuDDlied;  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pax™  unit-of-use  bottles  of  100. 
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May  we  be 
of  service? 


Our  Professional  Relations 
Department  would  be  happy  to 
instruct  new  insurance  clerks  in 
proper  claim  filing  procedures. 

We  also  have  free  educational 
pamphlets  on  Alcohol  and  Drug  Abuse 
which  can  be  used  in  your  waiting  room 
or  given  to  interested  persons  in 
your  community. 

May  we  help  you? 


SOUTH  DAKOTA  BLUE  SHIELD 


Kevin  Loge 
1601  West  Madison 
Sioux  Falls 
336-1976 
1-800-952-1976 


Registered  Service  Mark  of  the  Blue  Cross  Blue  Shield  Association. 


lb  show  you  how  many 
hypertensives  stayed  on 

INDERAELA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073patients(90%)who  started  on 

INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  recdly. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cind  compliance 


H ONCE-DAILY  m M 

nderalla 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

*After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 

The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL®  LA  brand  of  propranolol  hydroohloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg.  120  mg,  and  160  mg  capsules, 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  AUCs)  for 
approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
tially  constant  for  about  twelve  (12)  hours  then  decline  exponen- 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
proprano  ol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  dai  y dosing  with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however,  such  as 
H where  there  is  little  correlation  between  plasma  levels  and  clinical 

pKincn  A 1 therapeutically  equivalent  to  the  same  mg  dose  of  conventional 

INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
hypeden^?ve^e^rnergen^^  diuretic,  INDERAL  LA  is  not  indicated  in  the  management  of 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-ternn  management  of  patients  with  angina  pectoris 

LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
Ic.th  ' of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and_propranolol_is  not  indicated  for  such  use 

Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
fho  Q of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 

me  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
uiinical  improvement  may  be  temporary 

'NDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree  ’ 

block:  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
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60  mg 

80  mg  120  mg  I60mg 

INDERAL LA 
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heart  muscle  -■■“■a''-  aycma  uu  nui  duunsn  me  inoiropic  action  oi  digitalis  on 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
faT  cases,  \ead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 

'P®  P3*f  ct  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  mav  learltr 
return  of  increased  intraocular  pressure.  ^ S 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  he- 
diseas^  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrooenase 
DRUG  INTERACTIONS.  Patients  receiving  catecholamine-depleting  drugs  such  as  resr 
pine  should  be  closely  observed  it  INDERAL  is  administered.  The  added  catecholaminr 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activ,' 
I^P^chjnay  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  ororthostat 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered 
calcium-chanriel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  mav  dr' 
press  myocardial  contractility  or  atrioventricular  conduction.  On  rare  occasions  the  concom 
tant  intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reaction' 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  mvoca 
dial  infarction.  ’ 

Aluminum  hydroxide  gel  greatly  reduces  Intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasmr 
levels  of  both  drugs. 

Antipyrme  and  lidocame  have  reduced  clearance  when  used  concomitantiv  witl 
propranolol.  ’ 

Thyroxine  rnay  result  in  a lower  than  expected  T3  concentration  when  used  concomitantli 
with  propranolol.  ^wiiuauMi 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  anc 
increasing  blood  levels.  ani. 

clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  L^ong-term  studies  \d 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  nc' 
evidence  of  significarit  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effect& 
at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  oK 
fertility  that  was  attributable  to  the  drug. 

PREGNANCY.  Pregnancy  Category  C,  INDERAL  has  been  shown  to  be  embryotoxic  in. 
anirnal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
^^MiRQiKir-  Mr?TucDc°^)l)'rlcD  A benefit  justifies  the  potential  risk  to  the  fetus.  ; ' 

INDERAL  IS  excreted  in  human  milk.  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy.  ' 

Cardiovascular:  Bradycardia:  congestive  heart  failure:  ihtensification  of  AV  block:  hypoten-E 
Raynaifd^y^^  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the 

I Nervous  System:  Light-headedness:  mental  depression  manifested  by  insomnia!' 

lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia:  visuaL 
disturbances,  hallucinations:  vivid  dreams'  an  acute  reversible  syndrome  characterized  D# 

disorientation  for  time  and  place,  short-term r 
memory  loss,  emotional  lability,  slightly- 
clouded  sensorium,  and  decreased  perfor-^ 
manceon  neuropsychometrics.  For  immediate  ■ 
formulations,  fatigue,  lethargy. and  vivid 
dreams  appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigas-"* 
trie  distress,  abdominal  cramping,  diarrhea,-, 
constipation,  mesenteric  arterial  thrombosis, i 
ischemic  colitis.  ' 

Allergic:  Pharyngitis  and  agranulocytosis,; 
erythematous  rash,  fever  combined  with  ach- 
ihg  and  sore  throat,  laryngospasm  and  respira. 
tory  distress. 

Respiratory:  Bronchospasm 


pectoris,  there  have  been  reports  of  exacerbation  of 
f^nPRA?  'Myocardial  infarction,  following  abrupt  discontinuance  of 

I.hn,,iH  hn  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 

should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
o mSitnfMMnFRA^  exacerbation  of  angina  occurs,  it  usually  is  advisable 

at  'Measures  appropriate  for  the  management 

of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized  it  may 
above  advice  in  patients  considered  at  risk  of  having  oocuf[ 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


"major  exogroSoSla^^^^^^^^^^^^  ?eoeSor?"''°' 

bURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blockinq  therapy  orior 
heSrP^n?nH^;n  controyersial.  It  should  be  noted,  however,  that  the  impaired  abilft?  of  [he 
SScal  proced^^^^^  adrenergic  stimuli  may  augment  the  risks  of  general  anestheL  and 

tor  amn^s^s  and  ® beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 

tor agonists  and  I S effects  can  be  reversed  by  administration  of  such  agents  eq  dobutamine 

D fSv  nsfadinn°p^^^  such  patients  may  be  subject  to  protracted  severe 'hypotension 
° dKeTES  AmHY^^  3lso  been  reported  with  beta  blockers, 

oaLPntc;  If  p hPta  blockers  should  be  used  with  caution  in  diabetic 

wffh^h!  n^^i  ^gent  IS  required.  Beta  blockers  may  mask  tachycardia  occurrinq 

manifestations  such  as  dizzineL  and  sweating  may  not  be 
significantly  affected.  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delav 
in  the  recovery  of  blood  glucose  to  normal  levels  • m m « u.ui  lay  cause  a oeiay 

blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
nf  h[/np[fh  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 

irealino  T anTrpl/P^^  Propranolol  may  change  thyroid  functi[)n"tests, 

increasing  1 4 and  reyerse  T3,  and  decreasing  T-j 

IN  patients  with  WOLFF-PARKINSON-WHITE  syndrome,  seyeral  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
SprTn^olol.  " pacemaker.  In  one  case,  this  resulted  after  an  inlaf  dosfors  mg 

GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  im- 
Cens"ve  eme^^^^^^^  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 


II  f / A ! aiKj!  y . UIUMCI  lU&pdbl  1 1. 

/demafo/og/c.- Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura, 
repo^rted  ^ extremely  rare  instances,  systemic  lupus  erythematosus  has  been 

reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  mernbranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol, 

^1^®  administration.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
Tbh  f t daily  If  patients  are  switched  from  INDERAL, 

fo  ° V be  taken  to  assure  that  the  desired  therapeutic 

fNDFRAP^^Mnl^iR^^  ^A^f  ^ should  not  be  considered  a simple  mg-for-mg  substitute  for 
^UERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
° maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

iMnFH^  1 A ^ individualized.  The  usual  initial  dosage  is  80  mg 

■oA  used  alone  or  added  to  a diuretic.  The  dosage  may  be 

increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved, 
me  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  rnay  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
vanaWe  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

WARN^Gs')^  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mq  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
Obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
weeks^°^  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 

PF^ATR^r^mql^F^^A^^^^^  STENOSIS -80-1 60  mgINDERAL  LA  once  daily. 

KEUiAl  RIO  DOSAGE-  At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use.  a y h 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Kleine-Levin  Syndrome:  A Review 

A review  of  clinical  manifestations,  etiology,  diagnosis  and  treatment  is  presented. 

Mujeeb  H.  Khan,  M.D.* 

Franklin  C.  Johnson,  M.D.t 


ABSTRACT 

Kleine-Levin  Syndrome  is  a rare,  complex  and 
a fascinating  syndrome  which  interfaces  between 
psychiatry  and  neurology.  It  primarily  affects 
adolescent  males,  and  is  characterized  by  recur- 
rent attacks  of  hypersomnia,  excessive  or  com- 
pulsive eating,  striking  behavioral  and  psychi- 

INTRODUCTION 

Kleine-Levin  syndrome,  characterized  by  ep- 
isodic somnolence  and  morbid  hunger  was 
first  reported  in  1898  by  Anfimoff,^  but  it  was  in 
1925  that  Kleine  focused  the  attention  upon  the  syn- 
drome in  his  paper  “Periodische  Schlafsucht.”^  In 
1929,  Levin  published  a case  of  a youth  who  has 
suffered  from  nine  episodes  of  sleepiness  and  path- 
ological hunger.^  Later  in  1936,  Levin  published  a 
review  of  10  more  cases,  and  delineated  clinically 
for  the  first  time  a new  syndrome  which  he  named 
“Periodic  Somnolence  and  Morbid  Hunger.”"^ 

In  1941,  Critchley  and  Hoffman  reported  two 
further  cases,  and  for  the  very  first  time  used  the 
eponym  “Kleine-Levin  Syndrome.”^  Following 
their  report  several  other  cases  were  published  in 
the  scientific  literature. In  1962,  Critchley  in  his 
review  of  26  cases  changed  the  name  of  the  syn- 
drome and  preferred  the  title  “Periodic  Hypersom- 
nia and  Megaphagia.  He  described  a syndrome 
consisting  of  recurrent  episodes  of  undue  sleepiness 
lasting  several  days,  associated  with  an  inordinate 
intake  of  food,  and  often  abnormal  behavior.  He 
suggesting  the  following  diagnostic  criteria: 


* Assistant  Professor  of  Psychiatry,  USD  School  of  Medicine, 
Staff  Psychiatrist,  South  Dakota  Human  Services  Center, 
Yankton,  SD. 

t Clinical  Assistant  Professor  and  Vice-Chairman,  USD  School 
of  Medicine,  Department  of  Psychiatry  (Yankton  Division), 
Medical  Director,  South  Dakota  Human  Services  Center, 
Yankton,  SD. 


atric  symptoms.  We  will  review  the  clinical 
manifestations,  pathophysiology,  differential  di- 
agnosis, and  treatment  of  this  intriguing,  colorful 
and  often  misdiagnosed  or  under  diagnosed  neu- 
ropsychiatric  disorder. 


— males  predominately,  if  not  exclusively  af- 
fected 

— onset  in  adolescence 

— good  premorbid  physical  and  mental  health 
— sleep  disturbances 

— compulsive  eating  rather  than  pathologically 
excessive  appetite 
— ^behavioral  abnormalities 
— spontaneous  disappearance. 

CLINICAL  FEATURES 

Since  the  original  description,  inclusion  criteria 
for  Kleine-Levin  syndrome  have  been  modified,  al- 
though the  main  features  still  consist  of  recurrent 
attacks  of  hypersomnia,  compulsive  or  excessive 
eating  and  various  psychiatric  disturbances.  Al- 
though first  reported  to  occur  exclusively  in  ado- 
lescent males,  several  reports  affecting  females  have 
been  published. Onset  is  most  often  around  pu- 
berty, except  for  an  isolated  case  report  of  a male 
in  his  fourth  decade.'*  The  episodes  usually  remit 
spontaneously,  perhaps  abruptly,  but  more  often 
gradually  over  several  years. The  frequency  and 
duration  of  attacks  are  unpredictable  and  indivi- 
dualized, each  attack  lasting  from  a day  to  weeks. 

The  hallmark  of  Kleine-Levin  syndrome  is  epi- 
sodic recurrence  of  prolonged  sleepiness.  Between 
episodes  the  patient  is  relatively  well  functioning 
and  normal.  The  patients  have  a profound  urge  to 
sleep  and  whenever  they  are  left  alone,  will  lapse 
into  sleep.  Whenever  prevented  from  falling  asleep 
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or  awakened  from  sleep,  they  are  very  irritable  and 
agitated.  They  may  continue  to  sleep  for  days,  wak- 
ing only  to  eat  or  to  go  to  the  toilet.  Earlier  cases 
reported  non-specific  EEG  abnormalities,^’  but 
a more  focused  attention  toward  this  aspect  has  been 
a relatively  recent  development.*^’ Green  and 
Cracco  reported  EEG  abnormalities  present  during 
hypersomnolent  phase,  consisting  of  marked  slow- 
ing of  background  activity  and  generalized  high 
voltage  slow  rhythm  alternating  with  lower  voltage 
faster  rhythms. Reynolds  et  al  reported  EEG  find- 
ings during  hypersomnolent  episodes  quite  similar 
to  those  found  in  patients  with  unipolar  depression 
including  shortened  REM  latency. Several  other 
cases  with  REM  abnormalities  have  been  pub- 
lished. 23-24  Vardi  et  al  reported  for  first  time  high 
voltage  delta  wave  paroxysmal  EEG  activity  asso- 
ciated with  apneic  periods  during  hypersomnolent 

phase.  23 

Eating  behavior  is  grossly  abnormal  during  the 
hypersomnolent  episodes.  Critchley  preferred  the 
term  “megaphagia”  to  bulimia  or  morbid  hunger. 
He  felt  that  the  patients  do  not  necessarily  eat  in- 
ordinate amounts  of  food,  but  their  eating  habit  is 
marked  by  compulsivity,  i.e.  uncontrollable  urge  to 
eat  food  even  when  not  hungry,  with  preference  for 
sweets.  *3. 26, 27 

Psychiatric  features  may  precede,  accompany  or 
follow  these  hypersomnic  episodes,  and  may  com- 
pletely dominate  the  clinical  picture.  Orlosky  in  his 
review  of  33  cases  divided  the  psychiatric  abnor- 
malities under  four  main  categories;  disturbances  in 
behavior,  mood,  cognition,  and  thought. 2* 

The  most  frequent  disturbance  in  behavior  was 
lethargy  and  sexual  disinhibition  followed  by  in  or- 
der of  decreasing  frequency,  withdrawn  behavior, 
agitation,  social  disinhibition,  inappropriate  sing- 
ing, slurred  speech,  screaming,  poor  hygiene,  bi- 
zarre movements,  wandering  and  fire  setting. 

The  predominate  disturbance  of  mood  is  irrita- 
bility, followed  by  depression,  euphoria  and  emo- 
tional lability.  The  most  common  cognitive  dis- 
turbance is  confusion.  Frequently  patients  are 
disorientated  to  time,  place  and  person  with  im- 
paired concentration  and  attention  span.  More  than 
one-third  experience  visual  and  auditory  halluci- 
nations. Few  experience  paranoid  and  persecutory 
delusions,  vivid  dreams,  erotic  ideation,  or  exhibit 
thought  blocking  and  looseness  of  association.  Most 
of  them  report  complete  or  partial  amnesia  for  the 
hypersomnolent  periods  and  micropsychotic  epi- 
sodes. 

PHYSICAL  FINDINGS 

Most  patients  are  obese.  During  hypersomnolent 
episodes  transient  neurological  abnormalities  have 


been  reported.*®’  *2’  29  Most  common  are  dysarthria, 
hemiparesis,  ptosis,  monocular  blindness,  hemi-fa- 
cial  paresis,  and  intermittent  up-going  plantar  re- 
sponses. Few  CT  scan  reports  have  been  pub- 
lished. 2^’ 27  include  enlargement  of  lateral 

ventricles,  mild  dilation  of  third  ventricle,  and  di- 
lation of  left  temporal  horn. 

ETIOLOGY  AND  PATHOPHYSIOLOGY 

The  etiology  of  Kleine-Levin  syndrome  is  not 
fully  known.  A psychogenic  origin  has  been  claimed, 
others  believe  that  the  syndrome  has  combined  or- 
ganic and  psychogenic  origin.  *^’  *^ 

Gilbert  has  proposed  that  psychodynamically  the 
episodic  exacerbations  might  represent  an  escape 
from  a threatening  environment  by  an  individual 
who  can  sense  its  demands,  but  is  unable  to  cope 
with  them. 2®  The  psychological  factors  would  de- 
termine the  temporal  occurrence  of  the  syndrome, 
but  the  underlying  hypothalamic  dysfunction  would 
determine  specific  manifestations.  Although  no 
causal  relationship  has  been  established,  there  is 
often  an  antecedent  history  of  some  sort  of  viral 
infection,"*’  *2’  **’  *®’  29. 31  head  injury."*’  *2  Lavie  et 
aP"*  suggest  hypersomnolent  episodes  are  associated 
with  decreased  central  arousability.22 

Reynolds  et  al,23  because  of  REM  disturbances, 
hypothesize  role  of  more  caudal  brain  structures 
specifically  activated  during  REM  sleep.  Involve- 
ment of  limbic  system  remains  a plausible  but  yet 
undetermined  hypotheses,  since  stimulation  or  le- 
sion of  limbic  structures  and  their  interconnections 
result  in  behavioral  manifestations  similar  to  ob- 
served in  Kleine-Levin  syndrome.  For  example, 
amygdala  is  known  to  cause  eating  and  sexual  be- 
havior. Lesions  of  ventro-medial  hypothalmus  re- 
sults in  abnormal  hunger. 2"*>  35  stimulation  of  anterior 
and  lateral  hypothalamic  nuclei  results  in  somno- 
lence. Amnesia  for  micropsychotic  and  hyper- 
somnic episodes  could  be  explained  on  the  involve- 
ment of  hippocampus. 

Young  has  postulated  a neuro-endocrine  hypoth- 
esis by  comparing  anorexia  nervosa  and  Kleine- 
Levin  syndrome. 26  He  implies  existence  of  an  in- 
tegrated system  of  neurons  jointly  influencing  food 
intake,  sleep,  activity,  and  body  temperature  that 
are  themselves  subject  to  influences  of  estrogen  or 
testosterone.  According  to  his  hypothesis,  due  to 
the  incomplete  hypothalamic  maturation  during  pu- 
berty, it  becomes  hypersensitive  to  sex  steroids  and 
the  responses  to  estrogen  and  testosterone  are  ex- 
aggerated. 

Carpenter  et  al,  published  the  first  autopsy  report 
of  Kleine-Levin  syndrome. 22  In  their  case  hypo- 
thalamus was  normal,  but  there  was  striking  lesions 
involving  intralaminar,  medial,  and  some  dorsal  nu- 
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clei  as  well  as  pulvinar  consistent  with  viral  infec- 
tion. Other  proposed  etiologies  include  seizure  dis- 
: order, and  a role  of  gamma  hydroxybutyrate.^® 

DIFFERENTIAL  DIAGNOSIS 

Since  there  is  no  single  confirmatory  investiga- 
i tion,  the  diagnosis  of  Kleine-Levin  syndrome  is  a 
: clinical  one  and  several  sleep,  neurological  and 
ij  medical  disorders,  narcolepsy,  sleep  apneas  and 
1 Pickwickian  syndrome  need  to  be  considered,  Clas- 
I sic  narcolepsy  syndrome  consists  a tetrad  of  (1) 
i uncontrollable,  brief  and  sudden  attacks  of  daytime 
j sleepiness.  The  patients  waken  refreshed  from  their 
Ij  “naps”  and  not  confused  and  irritable  like  patients 
!;  of  Kleine-Levin  syndrome  (2)  cataplexy  — an  ab- 
! mpt  loss  of  muscle  tone  triggered  by  emotional  stim- 
[i  uli  (3)  sleep  paralysis  and  (4)  hypnagogic  halluci- 
! nations.  The  sleep  apneas  may  be  easily  distinguished 
I by  classic  history  of  loud  snoring  with  apneic  pe- 
i riods,  daytime  tiredness,  with  complication  of  hy- 
pertension, arrythmia  and  right  ventricular  enlarge- 
ment. The  paroxysmal  nature  of  the  attacks  raise 
the  possibility  of  seizure  disorder  especially  tem- 
poral lobe  epilepsy  with  interictal  psychosis.  An 
EEG  especially  during  an  attack  or  sleep  activated 
with  nasopharyngeal  leads  should  help  to  differ- 
entiate. 

CNS  infections  especially  limbic  encephalitis 
should  be  considered,  but  absence  of  paraneoplastic 
syndromes  will  help  to  differentiate.  CSF  exami- 
nation should  resolve  the  issue.  Kluver-Bucy  syn- 
drome which  results  from  bi-temporal  lesions  and 
consists  of  verocious  appetite  and  abnormal  sexual 
behavior  may  be  differentiated  in  that  Kluver-Bucy 
patients  all  have  visual  agnosia,  placidity,  tendency 
to  examine  objects  by  touch  and  mouthing,  and 
hypersexuality. 

The  psychiatric  disorders  which  need  to  be  con- 
sidered are  schizophrenic  disorders,  affective  dis- 
orders, periodic  catatonia  and  dissociative  reac- 
tions. The  stereotyped,  periodic,  repetitous  and 
predictable  nature  of  the  hypersomnic  episodes  ac- 
companied by  delerium-like  picture  make  the  di- 
agnosis of  psychiatric  disorder  unlikely.  A list  of 
various  conditions  which  should  be  considered  in 
differential  diagnosis  are  given  in  Table  I,  also  a 
suggested  list  of  laboratory  investigations  is  given 
in  Table  II  to  help  in  the  diagnosis. 

TREATMENT 

Although  originally  thought  to  be  self-limiting 
and  benign,  there  have  been  few  case  reports  of 
Kleine-Levin  syndrome  present  for  more  than  17 
years, and  at  least  one  case  of  death  during 
symptomatic  period  has  been  reported. Pharmo- 
cotherapy  has  been  the  mainstay  of  treatment.  Re- 


view of  literature  shows  poor  response  to  standard 
major  tranquilizers,  antidepressants  and  anticon- 
vulsants. Several  reports  of  favorable  response  to 
amphetamine  and  methylphenidate  have  been  pub- 
lished.There  is  also  a case  report  of  pos- 
itive response  to  Premarin.  Recent  literature  reports 
very  favorable  and  promising  response  to  lithium 


TABLE  I 

DISORDERS  WHICH  SHOULD  BE  CONSIDERED 
IN  DIFFERENTIAL  DIAGNOSIS 

Sleep  Disorders 
Narcolepsy 
Sleep  Apneas 
Pickwickian  syndrome 
CNS  Disorder 

Infections  (viral,  bacterial,  fungal,  spinchaetal  and 
rickettsial) 

Tumors  (especially  limbic  systems  structures) 
Epilepsy  (especially  temperal-like  epilepsy) 
Kluver-Bucy  syndrome 
Vascular  malformations 
Trauma 

Psychiatric  Disorders 
Schizophrenic  disorders 
Affective  disorders 
Periodic  catatonia 
Dissociative  reactions 
Endocrine  Disorders 
Thyroid  dysfunctions 
Cushing’s  syndrome 
Metabolic/Biochemical  Disorders 
Wilson’s  Disease 
Porphyria 

Hypo  or  hyper  calcimia 
Periodic  nitrogen  imbalance 
Micellaneous 

Paraneoplastic  syndrome 
Folate  and  B-12  deficiency 
Lead  poisoning 
Autoimmune  disorders 


TABLE  II 

LABORATORY  INVESTIGATIONS 

CBC 

UA 

SMAC  20 
Thyroid  proHle 
Sedementation  rate 
VDRL 
Chest  x-ray 
EKG 

Serum  B-12  and  folate  levels 
Blood  cortisol  levels,  8 a.m.  & 4 p.m. 

Dexamethasone  suppression  test 

EEG;  routine  and  sleep  activated  with  nasopharangeal 
leads 
CT  scan 

24  polysommography 
Heavy  metal  screen 
CSF  examination 

Elective  Tests  (where  indicated) 

Serum  Cu,  cerruloplasmin  levels 
Viral  encephalitis  screen 
Porphyria  screen 
Chromosomal  analysis 
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carbonate  and  it  has  been  suggested  as  the  drug  of 
choice/* 

CONCLUSION 

Kleine-Levin  syndrome  is  a perplexing  but  in- 
triguing syndrome  which  can  be  confused  with  sev- 
eral medical  and  neuropsychiatric  disorders.  Cli- 
nicians should  be  familiar  with  this  disorder  because 
timely  diagnosis  is  crucial;  it  is  not  a benign  and 
rare  condition  as  once  thought,  more  importantly  it 
is  treatable,  a missed  diagnosis  results  in  prolonged 
morbidity  and  tragic  consequences  for  the  patient, 
during  the  most  productive  years  of  life. 
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Warnings:  before  cephalexin  therapy  is  instituted,  careful  inquiry  should  be 
MADE  concerning  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  of  partial  cross-allergen- 
icity of  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously.  No  exception  should  be  made 
with  regard  to  Keflet. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad- 
spectrum  antibiotics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins):  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  of  antibiotics. 
Such  colitis  may  range  in  severity  from  mild  to  life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the 
colon  and  may  permit  overgrowth  of  Clostridia.  Studies  indicate  that  a 
toxin  produced  by  Clostridium  difficile  is  one  primary  cause  of  antibiofic 
associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and  fluid,  elec- 
trolyte, and  protein  supplementation.  When  the  colitis  does  not  improve 
after  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile.  Other  causes  of  colitis  should  be  ruled  out. 

Usage  in  Pregnarrcy— Safety  of  this  product  for  use  during  pregnancy 
has  not  been  established. 

Precautions:  Genera/- Patients  should  be  followed  carefully  so  thaf  any 
side  effects  or  unusual  manifestations  of  drug  idiosyncrasy  may  be  detected. 
If  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  of  Keflet  may  result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  of  the  patient  is  essential.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion 
cross-matching  procedures  when  antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs'  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog- 
nized that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Keflet  should  be  administered  with  caution  in  the  presence  of  markedly 
impaired  renal  function.  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  safe  dosage  may  be  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  be  performed  in  conjunction  with 
antibiotic  therapy. 

As  a result  of  administration  of  Keflet,  a false-positive  reaction  for  glu- 
cose in  the  urine  may  occur.  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USP  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ- 
uals with  a history  of  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy— Pregnancy  Category  B—Jbe  daily  oral  administra- 
tion of  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  effect  on  fertility,  fetal  viability,  fetal  weight,  or  litter  size.  Note  that  the 
safety  of  cephalexin  during  pregnancy  in  humans  has  not  been  established. 

Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  of  harm,  Keflef  should  be  used  during 
pregnancy  only  if  clearly  needed. 

Nursing  Mothers—  The  excretion  of  cephalexin  in  fhe  milk  increased  up  to 
4 hours  after  a 500-mg  dose;  the  drug  reached  a maximum  level  of  4;ig/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration. 
Caution  should  be  exercised  when  Keflet  is  administered  to  a nursing  woman. 
Adverse  Reactions:  Gasiroinleslinal—Symploms  of  pseudomembran- 
ous colifis  may  appear  either  during  or  after  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely.  The  most  frequent  side  effect  has 
been  diarrhea.  It  was  very  rarely  severe  enough  to  warrant  cessation  of 
therapy.  Dyspepsia  and  abdominal  pain  have  also  occurred.  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic jaundice  have  been  reported  rarely. 

Hypersensilivily—  Allergic  reactions  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens-Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed.  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug.  Anaphylaxis  has  also  been  reported. 

Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache.  Eosino- 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SCOT  and 
SGPT  have  been  reported. 
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COMPETITION  SEEMS  to  be  a buzz  word  applied 
to  medicine  and  physicians  with  increasing  fre- 
quency. Those  using  it  most  seem  to  think  that  com- 
petition is  new  to  physicians.  The  fierce  competition 
! for  an  appointment  to  medical  school,  the  sleepless 
nights  preparing,  readying  patients  for  their  oper- 
I ations  and  numerous  other  events  and  trials  we  all 
I have  experienced  seem  to  have  been  forgotten  in 
; the  zeal  to  jump  on  a bandwagon  of  government 
I fostered  doctor  bashing. 

I The  AAA  of  medical  competition  (availability, 
I affability  and  ability)  apply  today  more  than  ever. 
I They  are  the  unquestionably  ethical  means  by  which 
I we  compete  with  our  fellow  physicians.  In  the  not 
: too  distant  past  most  of  us  were  often  too  busy  with 
! the  practice  at  hand  to  concern  ourselves  with  being 
‘ even  more  “available.” 

Now  that  we  are  feeling  the  crunch  of  too  many 
physicians  some  individuals  and  clinics  have  re- 
sponded with  expanded  office  hours.  Some  are  pay- 
ing more  attention  to  office  and  operating  room 
scheduling.  Still  others  are  developing  satellite  clin- 
ics in  relatively  underserved  areas  and  most  com- 
plimentary as  well  as  complementary,  charity  clin- 
ics are  being  given  a more  frequent  look. 

Our  public  relations  are  at  an  extreme  low.  We 
are  not  perceived  as  “affable”  anymore.  This  may 
be  quite  understandable  with  the  intrusion  into  our 
practices  and  private  lives  of  the  government,  three 
letter  organizations  and  third  party  payors  all  pro- 
ducing anxiety  to  the  point  of  chronic  “grouchi- 
ness” and  resentment.  As  Gregg  Easterbrook  wrote 
xnNewsweek,  26  January  1987,  p.  40:  “Most  occu- 
pations make  no  pretense  of  an  obligation  to  human 
kindness  but  physicians  must  vow  to  place  others 
above  themselves  and  it  is  a vow  most  doctors  strug- 
gle to  honor.  Those  who  lose  the  conflict  between 
their  better  and  lesser  natures  may  descend  into  self- 
pity.”  We  still  have  a lot  to  be  “affable”  about  as 
long  as  we  and  others  subscribe  to  Mister  Easter- 
brook’s statement. 

All  professionals  take  pride  in  their  “ability”  and 
the  self  determination  to  continue  improving  that 
ability  but  none  more  so  than  physicians.  We  spend 
a lot  of  time  and  all  too  often  too  many  dollars  on 
continuing  education  courses  and  yet  sometimes  our 
ego  cannot  let  us  be  totally  candid  with  ourselves 
and  our  patients. 

When  is  the  last  time  you  heard  a colleague’s 
patient  say  his  private  physician  is  off  “taking”  a 
course?  It  always  seems  that  he  is  off  “teaching” 
at  a major  university  or  medical  center  in  Mega- 
lopolis regardless  of  the  type  or  site  of  his  practice. 
We  do  need  to  let  our  patients  and  colleagues  know 


of  our  efforts  to  maintain  and  expand  our  abilities. 
Our  ego  is  expressed  in  the  effort  and  will  be  ap- 
preciated for  its  own  sake. 

There  are  obviously  other  means  of  competing 
which  require  discussion;  none  however  lacking 
controversy  either  from  the  standpoint  of  ethics  or 
the  Federal  Trade  Commission  (FTC)  which  are 
usually  at  odds.  Advertising  is  perhaps  the  foremost 
of  these.  We  need  not  discuss  how  most  of  us  felt 
about  this  as  recently  as  five  years  ago  but  after 
medicine  came  under  the  “auspices”  of  the  FTC  it 
is  obvious  many  of  us  have  seized  upon  advertising 
as  now  an  acceptable  form  of  competition  and  in- 
deed even  conservatively  there  are  circumstances 
where  advertising  serves  us  all  well  e.g.  the  an- 
nouncement of  a new  associate,  partner  or  a legit- 
imate expansion  of  services. 

The  garish  newspaper  and  television  solicitations 
becoming  increasingly  common  would  seem  a ma- 
jor contribution  to  reducing  our  profession  to  the 
level  of  hucksterism,  a view  obviously  not  shared 
by  the  FTC. 

Dispensing  by  physicians  is  currently  a popular 
topic.  It  is  either  an  ethical  or  economic  issue  de- 
pending upon  whose  ox  is  being  gored.  Physicians 
see  it  as  an  economic  issue,  a convenience  for  their 
patients  especially  when  provided  at  a lesser  ex- 
pense than  that  of  the  pharmacy.  The  pharmacist 
sees  it  as  an  ethical  issue.  “How  can  the  physician 
who  is  prescribing  also  dispense  without  a conflict 
of  interest?”  With  that  approach  all  of  medicine  is 
a conflict  of  interest.  We  spend  our  entire  training 
period  and  careers  learning  to  diagnose  and  treat. 
Must  we  refer  to  another  for  treatment  once  we 
diagnose?  This  is  neither  practical  nor  economical 
even  in  the  face  of  our  economic  realization  from 
carrying  out  the  prescribed  therapy.  Incidently,  is 
it  economics  or  ethics  when  pharmacists  want  leg- 
islation to  allow  treatment  of  patients  without  the 
responsibility  of  a medical  education?  Dispensing 
as  well  as  any  other  practice  may  lend  itself  to  abuse 
in  the  hands  of  the  unscrupulous  but  do  we  need 
legislation  to  fix  an  almost  non-existent  problem?  I 
think  not.  Without  vigilance  however  it  may  hap- 
pen. 

There  are  many  other  professionally  acceptable 
means  of  competition  that  we  haven’t  space  to  dis- 
cuss here.  Competition  of  its  very  nature  is  ethical 
and  economic  but  economic  competition  is  often 
questionably  ethical.  For  example  how  closely  are 
the  judgement  and  performance  of  physician  em- 
ployed nurse  practitioners  and  physicians  assistants 
really  monitored?  How  often  are  their  services  really 

(Continued  on  next  page) 
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services?  Most  of  the  time  they  are  but  often  they 
are  economic  in  nature  and  use.  How  can  EEG, 
eiectronystagmography  or  mammography  be  justi- 
fied in  a family  practice  setting  when  the  pertinent 
specialists  are  in  agreement  that  those  services  are 
at  best  most  difficult  to  interpret?  Of  what  use  is  a 
Pain  Clinic  in  a rural  area  devoid  of  specialties  and 
practically  so  of  patients? 

Such  practices  can  only  demean  the  profession 
ultimately.  As  discussed  above  there  are  many  cred- 
itable means  of  competition  but  the  best  means  of 
all  are  those  which  show  us  to  be  the  real  people 
we  are.  To  the  public  we  have  worked  hard  to  be 
the  best  professionals  we  can  be  at  the  expense  of 
being  “real  people.”  Maybe  we  need  to  consider 
joining  our  local  service  clubs.  I bet  most  of  us 
don’t  even  know  that  the  Kiwanis,  Lions,  Rotary 
or  even  the  Chamber  of  Commerce  does?  Who 
knows?  Getting  to  be  known  as  a real  person  might 
give  us  a competitive  edge.  ■ 


READY  FOR  A CHANGE? 

We  are  looking  for  a full-time  family  prac- 
titioner to  do  locum  tenens  work  in  South 
Dakota.  Youll  enjoy  a guaranteed  salary 
and  paid  malpractice,  health  and  life  insur- 
ance, plus  interesting,  challenging  work.  Re- 
side in  the  city  of  your  choice  and  take  time 
to  smell  the  roses. 

Inquiries  and  CV  to: 

Jo  M.  Neubauer,  M.D. 

RR  1 , Box  99A 
Yankton,  SD  57078 


Family/General 
Practice  Physician 

to  join  another  Family  Practice 
Physician  in  small  western  South 
Dakota  community.  Medical  cen- 
ter is  new.  Thirty  bed  hospital  and 
nursing  home.  Salary  and  finan- 
cial arrangements  are  negotiable, 
guaranteed  minimum. 

Contact: 

John  Knecht,  M.D. 

Martin  Medical  Center 
P.O.  Box  K 

Martin,  South  Dakota  57551 
(605)  685-6868 


Family  Practitioner 

Board  certified  or  eligible  to  join  1 1 physi- 
cian, expanding  multispecialty  practice  in 
northern  Wisconsin.  Clinic  adjoins  JCAH  hos- 
pital. Rural  location  with  abundant  outdoor 
recreational  opportunities,  small  four  year 
college.  Excellent  salary  and  benefits.  Call 
collect  (715)  532-6651  or  send  curriculum 
vitae  with  names  of  references  to: 

Ladysmith  Center 

906  College  Avenue,  W. 

Ladysmith,  Wl  54848 
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SOUTH  DAKOTA 


-AMA  Physicians'  Recognition  Award 


\ 

AMA  Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  members  of  the  South  Dakota  State  Medical  Association  who  have  earned  the 
• AMA  Physicians’  Recognition  Award  in  February,  March,  April  and  May  1987. 


February 


Edward  F.  Anderson 

Brandon 

Harold  L.  Frost 

Rapid  City 

Howard  L.  Saylor 

Huron 

Robert  E.  Shaskey 

Brookings 

Daryl  R.  Stephenson 

Yankton 

March 

James  E.  Gaede 

Mitchell 

Harvey  J.  Hart 

Aberdeen 

Gregory  L.  Magnuson 

Sioux  Falls 

Charles  S.  Roberts 

Brookings 

Alfred  I.  Shousha 

Britton 

Larry  L.  Sittner 

Sioux  Falls 

April 

G.  Robert  Bartron 

Watertown 

Allan  L.  Dewald 

Rapid  City 

Charley  F.  Gutch 

Sioux  Falls 

Charles  B.  Gwinn 

Hot  Springs 

Richard  P.  Holm 

Brookings 

John  H.  Hoskins 

Sioux  Falls 

Thomas  H.  Olson 

Vermillion 

Richard  L.  Plummer 

Sioux  Falls 

Richard  P.  Renka 

Rapid  City 

Alvin  E.  Wessel 

Rapid  City 

John  R.  Willcockson 

Yankton 

May 

Verdayne  R.  Brandenburg 

Sioux  Falls 

Michael  D.  Brandner 

Rapid  City 

Francis  P.  Kwan 

Rapid  City 

Scott  W.  McKercher 

Sioux  Falls 

Steven  R.  Salmela 

Sioux  Falls 

Gary  L.  Welsh 

Rapid  City 

South  Dakota  Society  Of 
Pathologists 

Officers  for  1985-86 

Tom  C.  Johnson,  M.D.,  President 
Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 
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Put  an  end 
to  those  monthly 
bookkeeping  chores. 


Record-Keeping  Checking  Account 

For  Business,  Professionals  & Farm  Operators 


How  it  works 


The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 

expense  category  in  sequence  , 

according  to  date. 

What  it  costs . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you'll  be 
pleasantly  surprised. 


Valley 

Banks 


Valley  Banks 
of  South  Dakota 

SIOUX  FALLS  • HARRISBURG  • LENNOX  • TEA 
ELK  POINT  • JEFFERSON  • NORTH  SIOUX  CIT> 

Member  FDIC 


Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


‘‘We  the  people  . . 

How  OFTEN  HAVE  WE  heard  this  phrase  during 
the  last  few  months?  Many  times.  We  will 
hear  it  a lot  more  as  we  draw  closer  to  celebrating 
the  bicentennial  of  the  framing  of  those  famous  words 
in  1787.  The  adoption  of  the  U.S.  Constitution  co- 
incided with  the  return  of  PROSPERTY  and  HOPE. 
It  also  brought  UNITY  into  the  DIVERSITY  of  a 
new  nation.  As  we  recall  the  famous  Philadelphia 
Constitutional  Convention  in  the  Summer  of  1787, 
I’m  compelled  to  zero-in  on  our  AMA  Auxiliary 
Convention.  Two  different  conventions  in  scope  and 
magnitude.  Nevertheless,  the  same  ideals  and  hopes. 

As  in  1787,  prosperity  and  hope  were  in  the  Aux- 
ilian’s  minds.  The  gathering  at  the  SoDaPAC  lunch- 
eon on  Friday,  June  5 to  listen  to  Roy  Pfautch, 
AMP  AC  representative,  was  most  inspiring  and  in- 
formative. It  served  as  a reminder  that  the  future  of 
medicine  in  this  everchanging  world  will  survive 
and  prosper  only  through  our  political  participation 
and  involvement. 

Friday,  June  5,  AMA-Education  and  Research 
Foundation  Benefit  Gala  honoring  Dr.  Robert  Quinn 
was  also,  in  a sense,  a celebration  of  prosperity  and 
hope.  Dr.  Quinn’s  remarkable  career  represents  a 
great  example  of  a man  dedicated  to  the  enhance- 
ment of  medical  education  and  to  the  proliferation 
of  the  medical  community  and  its  future.  Training 
medical  students  is  his  investment  toward  that  fu- 
ture. 

Events  such  as  the  Benefit  Gala  are  very  impor- 
tant tools  for  the  Auxiliary  to  raise  funds  to  support 


quality  of  medical  education.  Last  year 
$1,862,986.25  was  contributed  to  AMA-ERF.  Out 
of  that  $18,170.75  was  from  South  Dakota.  It  is 
our  hope  that  more  people  continue  with  this  kind 
of  support  to  a very  worthwhile  cause. 

The  gathering  of  the  South  Dakota  medical  com- 
munity under  one  roof  to  address,  discuss,  and  try 
to  find  solutions  to  issues  and  concerns  of  all  is  an 
example  of  the  prevailing  attitude  that  unity  can  be 
achieved  even  in  a diversified  community.  Just  like 
the  founding  fathers,  the  medical  society  is  made 
up  of  men  and  women  of  different  backgrounds  and 
upbringing.  Yet,  one  thing  they  have  in  common  is 
the  future  and  what  it  holds  in  store  for  them. 

While  the  framers’  personal  interests  in  writing 
the  Constitution  have  long  been  debated  throughout 
history,  it  is  clear  that  they  all  wanted  to  protect  the 
nation  from  aggression  abroad  and  dissension  at 
home.  Stability  and  strength  were  needed  to  protect 
their  own  interests  — but  also  to  secure  the  unity 
and  order  necessary  for  the  operation  of  a democ- 
racy. 

The  Auxiliary’s  interests  are  loud  and  clear.  The 
protection  of  our  spouses’  career  and  well-being  is 
top  priority.  Teamwork  is  essential  to  state  and 
county  medical  auxiliaries  to  help  implement  pro- 
grams that  range  from  drug  abuse  to  cooperative 
efforts  to  help  the  medical  profession  meet  the  chal- 
lenges of  the  day.  Teamwork  illustrates  the  spirit 
of  working  together  that  is  inherent  in  the  common 
bond  and  common  goal  shared  by  the  AMA  Aux- 
iliary members,  thus  providing  stability  and  strength 
to  protect  its  own  interests. 

The  Philadelphia  Convention  was  a success!!  It 
brought  UNITY  and  HOPE  to  a weary  and  DI- 
VERSIFIED citizenry.  The  State  annual  medical 
meeting  duplicated  those  feelings.  “WE  THE  PEO- 
PLE ...”  shared  common  goals  and  ideals  toward 
a renewal  of  PROSPERITY  and  HOPE  for  the  next 
200  years. 

P.S.  Thank  yous  are  due  to  the  State  Office  staff 
and  to  the  Auxiliary  Convention  Chairman  and  Co- 
Chairman,  Maggie  Aspaas  and  Cheryl  Gaeckle  of 
Sioux  Falls  for  their  outstanding  job  in  organizing 
the  meetings;  to  Marie  Hovland  and  Dr.  Jerry  Tracy 
for  helping  me  with  the  Benefit  Gala;  and  to  all  of 
you  who  came.  THANK  YOU!  ■ 
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South  Dakota 
Foundation  for 
mediool  Core 

Special  Discussion  on 
Discharge  Planning 

South  Dakota  Foundation  for  Medical  Care  (SDFMC)  is  required  to  assure  that  each 
Medicare  case  receives  adequate  discharge  planning.  The  Health  Care  Financing  Admin- 
istration quality  of  care  generic  screen  requires  medical  records  contain  documentation 
addressing  each  patient's  unique  needs.  Medicare's  conditions  of  participation  makes  the 
same  requirements.  Discharge  planning  is  considered  by  HCFA  to  be  a generic  term  covering 
a range  of  patient  care  needs  from  the  simple  to  the  complex. 

Medical  readiness  for  patients  at  discharge  is  determined  by  two  factors  according  to  the 
AHA.  1)  The  patient  no  longer  needs  acute  care  services;  and  2)  the  hospital  has  developed 
a plan  to  meet  the  patient's  post  acute  care  needs. 

The  AHA  encourages  hospitals  to  establish  specific  policies  and  procedures  to  handle 
patient  discharge  situations  (6  examples  follow): 

Situation  #1;  Patient  no  longer  requires  acute  care  but  does  require  post  acute  care. 
Patient  should  not  be  discharged  until  "reasonable  steps"  to  make  post  acute  care  services 
available.  If  the  patient  declines  post  acute  services,  thorough  documentation  should  be 
made  that  the  facts  were  explained  to  the  patient.  When  there  is  trouble  in  arranging  post 
acute  care,  the  discharge  may  need  to  be  delayed  if  there  is  a chance  that  the  patient  might 
be  injured. 

Situation  #2:  If  a patient  is  homeless  (or  without  adequate  at  home  support)  and  needs 
post  acute  care,  "reasonable  steps"  should  be  taken  to  assure  post  acute  care  services  are 
available  to  the  patient.  A homeless  patient  who  does  not  need  post  acute  care  services, 
on  the  other  hand,  may  be  discharged  without  fear  of  liability,  but  for  ethical  and  practical 
reasons,  the  hospital  may  choose  to  help  the  patient  find  shelter. 

Situation  #3:  If  a patient  doesn't  need  acute  care  but  may  harm  himself  or  others  if 
discharged,  then  the  hospital  could  be  liable  for  the  harm  — if  the  hospital  knew  or  should 
have  known  of  the  danger  posed  by  the  patient.  A hospital  that  foresees  such  danger  should 
not  discharge  the  patient  until  the  risk  is  over,  or  the  patient  should  be  discharged  to  the 
custody  of  people  or  institution  that  will  protect  the  patient  and  others  from  harm. 

Situation  #4:  For  a patient  who  doesn't  need  acute  care  but  won't  leave  the  hospital. 
The  record  should  contain  documentation  of  the  rationale  for  the  discharge  and  that  the 
patient  is  medically  ready  to  be  discharged.  Hospitals  do  have  the  right  to  reserve  services 
for  people  who  are  truly  in  need  of  acute  care. 

Situation  #5:  For  patients  who  insist  on  leaving  against  medical  advice,  the  patient  should 
be  requested  to  sign  a form  stating  the  risks  of  such  discharge  have  been  explained  and  that 
the  patient  voluntarily  accepts  the  risks.  Any  refusal  to  sign  the  form  should  be  recorded. 

Situation  #6:  Discharges  should  never  be  made  for  patients  solely  because  of  financial 
considerations.  Patients  should  not  be  discharged  until  acute  care  services  are  no  longer 
necessary  and  all  "reasonable  steps"  have  been  taken  to  make  the  appropriate  post  acute 
care  services  available. 


Reprinted  by  permission  from  AHA  NEWS,  Vol.  23,  No.  11,  March  13,  1987.  Copyright  1987,  American  Hospital 
Association. 


Professional  Liability  Briefs 


Patients  records: 

How  to  keep  them 
malpractice-resistant 

OUT  ON  THE  ROAD,  WISE  motorists  Icam  “de- 
fensive driving”  to  protect  themselves  against 
people  who  drive  . . . offensively.  Defensive  rec- 
ord-keeping works  the  same  way  in  your  office. 
Accurate,  legible,  and  complete  patient  records  may 
stop  many  a malpractice  suit  from  ever  coming  to 
court:  so  your  best  defense  could  be  patient  records 
that  are  so  carefully  kept  that  they  are  beyond  re- 
proach. 

What  weaknesses  do  malpractice  lawyers  look  for 
in  a doctor’s  records? 

• Omissions  — treatment,  advice,  and  precautions 
that  should  have  been  provided  . . . and  in  fact 
were  provided  by  the  doctor  . . . but  were  never 
noted  in  the  chart. 

• Personal  remarks  — the  kind  that  can  be  mis- 
interpreted to  show  the  doctor  had  less-than-pos- 
itive  feelings  toward  the  patient. 

• Sloppiness  — handwriting  that  an  average  person 
has  trouble  reading  . . . data  entered  in  haphazard 
order  ...  an  unusual  number  of  changes  and 
corrections. 

Here’s  how  to  keep  your  records  free  of  these 
fatal  weaknesses 

A.  Set  up  a system  and  stick  to  it 

One  commonly  accepted  outline  for  recording  the 
facts  of  a patient  encounter  is: 

1.  Symptoms  and/or  chief  complaint 

2.  Subjective  findings,  such  as  the  patient’s  de- 
scription and  clinical  history 

3.  Objective  findings  — clinical  facts  that  are  ob- 
vious to  the  trained  eye  or  discernible  by  ex- 
amination 

4.  Assessment  or  diagnosis 

5.  Recommended  treatment  — treatment  rendered 
at  the  time  of  encounter  — medications  dis- 
pensed, injections  given,  specimens  drawn,  lab 
work  or  x-rays  ordered,  consultants  referred  to, 
etc. 

Every  time  a patient  is  “encountered”  ...  by 
any  staff  member  ...  in  any  setting  . . . write  down 
as  many  of  the  above  facts  as  possible  and  enter 
them  in  a systematized  order  in  the  patient’s  chart 
as  soon  as  possible. 

© 1987,  The  Doctor’s  Office,  1858  Charter  Lane,  Lancaster, 
PA  17601.  Reprinted  with  permission. 


B.  Consider  every  telephone  call  a “patient  en- 
counter” 

Carefully  document  the  facts  and  advice  ex- 
changed between  the  patient  and  your  doctor  (or 
any  other  staff  member)  during  phone  conversa- 
tions. Did  a patient  call  to  say,  “I  feel  better”? 
Write  down  the  time  and  date  of  the  call  and  the 
patient’s  remarks.  Did  a woman  call  to  say,  “My 
husband  feels  worse”?  Carefully  note  who  called 
...  the  nature  of  the  complaint  . . . advice  or  in- 
structions given  . . . who  gave  it  . . . and  what 
follow-up  was  intended. 

Let’s  say  a nurse  takes  an  emergency  call  while 
the  doctor’s  out;  the  “encounter”  notes  might  read 
something  like: 

• 2:32  p.m.,  2/5  — pt.’s  son  called,  described  sx 
suggesting  possible  shock  (weak  pulse,  loss  of 
consciousness) 

• told  our  recept.  (Bonnie)  to  call  ambulance 

• told  caller  to  stay  with  pt.,  do  not  move  pt., 
elevate  feet,  loosen  clothing,  cover  with  blanket, 
do  not  give  anything  to  eat  or  drink  — help  on 
the  way 

• 2:35  p.m.  — called  Mercy  Hosp.,  ER,  alerted 
them  to  pt.’s  ETA  and  sx 

• 2:37  p.m.  — paged  Dr.  to  alert  and  request  fur- 
ther instructions 

• 2:42  p.m.  — Dr.  returned  call,  arranged  to  meet 
pt.  at  ER 

• 2:43  p.m.  — called  pt.’s  son,  told  him  of  ar- 
rangements; he  reported  no  change  in  pt.’s  con- 
dition. 

C.  Stick  to  the  facts 

It’s  legally  acceptable  to  note  that  a patient’s 
problem  may  be  psychological;  however,  it  could 
be  quite  another  matter  to  note  that  the  patient  is  a 
chronic  hypochondriac.  Be  sure  to  stick  to  clinical 
observations  when  making  notes  about  the  patient 
in  the  chart. 

D.  Let  the  facts  stand  out  clearly 

Handwritten  notes  should  be  legible  — if  jury 
members  see  page  after  page  of  progress  notes  that 
are  little  more  than  chicken  scratches,  they  may 
believe  a lawyer’s  contentions  that  the  practice  is 
“sloppy”  and  “disorganized.”  A few  moments 
spent  on  writing  more  clearly,  or  on  proofreading 
transcribed  notes,  will  make  records  a lot  more  mal- 
practice-resistant. In  addition,  abbreviations,  sym- 
bols, and  code  words  should  be  limited  to  those 
commonly  used  among  the  health  care  community. 
Any  unusual  word  or  symbol  can  be  misconstrued. 

(Continued  on  next  page) 
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E.  Correct  errors/omissions  in  an  approved  man- 
ner 

If  you  notice  that  you’ve  left  out  a bit  of  infor- 
mation ...  or  transposed  notes  onto  the  wrong  chart 
...  or  made  any  of  the  transcription  errors  that 
human  beings  are  capable  of  . . . just  do  what  we 
advise  your  bookkeeper  to  do  when  he  or  she  makes 
an  error  in  the  ledger: 

• Draw  a pencil-line  through  the  error,  leaving  the 
mistaken  entry  clearly  readable. 

• Write  or  type  the  correct  information  in  ink  im- 
mediately after  the  error;  or,  if  there’s  no  room 
right  below  the  mistaken  entry,  make  a pen-and- 
ink  notation  showing  where  the  correct  data  can 
be  found. 

• Initial  the  correction  in  ink  and  show  the  date 
and  time  the  correction  was  made;  if  the  error 
and  correction  are  at  different  places  in  your  notes, 
initial  and  date  both  places. 

• You  can  correct  innocent  errors  any  time  you 
notice  them  . . . except  after  a malpractice  case 
has  been  filed.  If  you  notice  errors  or  omissions 
in  the  chart  after  that  time,  let  your  own  lawyer 
know  about  them  and  ask  advice  on  what  to  do. 

Out  on  the  road,  you  can’t  keep  everyone  from 
hitting  your  car.  But  you  can  leave  a “safety  zone’’ 
between  you  and  the  vehicle  ahead.  The  same  prin- 
ciple holds  true  in  patient-record-keeping.  You  can’t 
tell  which  patient  is  going  to  sue  . . . but  you  can 
keep  your  records  in  a manner  that  will  minimize 
your  risks  if  you  ever  are  involved  in  a lawsuit.  ■ 


Courtesy  costs  nothing. 


JERRY  MAGINN  WYETH 


KREISERS  INC. 

1220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1724  8th  Ave.  M. 
Sioux  Falls,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 


Family  Practice 
Physician  Needed 

Established  need  for  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
west Iowa.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  far  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO's  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (71 2)732-5030 
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diltiazem  HCI/Morion 


Anthmginal  artion  indudes  dilatation  of 
€oronaryarteries,a  decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina’ 

Compatihle  adth  other  antianginals^’' 

A safe  choice  for  angina  patients  adth  coexisting 
hypertension,astitma,  COPD,  or  PVD*-^ 

"See  Whmlngs  and  Precautions. 

Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


f/lffPfJHIf  FBW  SIDE  EFFECTS 
diltiazem  m/Marm  IN  UmUKIHU  THERAFY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM® 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (!)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AM  block  except  In  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantty  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome.  This  effect  may  rarely  result 
In  abnormally  slow  heart  rates  (particularly  In 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%).  Concomitant  use  of  diltiazem  with 
beta-btockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  pencxis  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDtZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricutar  function  is  very 
limited.  Caution  shoutd  be  exercised  when  using 
the  daig  in  such  patients. 

3.  Hypotension.  D^reases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  In  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  Instances,  significant 
elevations  in  en^mes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SCOT,  SGPT,  and  Other  symptoms 
consistent  with  ocute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy.  The  relationship  to 
CARDIZEM  Is  uncertain  In  most  coses,  but  prob- 
able In  some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  with  any  new  drug  given  over 
prolonged  periods,  laboratory  ^rameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  In  rats  were  associated  with  histological  changes 
In  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Intemction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  Is  usually  well  tolerated.  Available  data  are  not 
sufficient  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  Increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  impaimentof 
Fertiiity.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  In  In  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daity  recommended  therapeutic 
dose  has  resulted  In  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
sketetal  abnormatities.  In  the  perinatal/postnatat  studies, 
there  was  some  reduction  in  early  Individual  pup  weights 
and  survival  rates.  There  was  an  Increased  Incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  wetl-controlled  studies  In  pregnant 
women;  therefore,  use  CARDIZEM  in  pregnant  women 
only  If  the  potential  benefit Justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levets.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  shoutd  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  piacebo-controlled  triais,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  obsen/ed  in 
clinical  studies  which  can  be  at  least  reasonabty  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  estabtished.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2. 4%), 
headache  (2. 1 %),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  fotlowing 
events  were  reported  infrequentty  (less  than  1 % ). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree — see  conduction  warning), 
bradycardia,  congestive  heart 
faiture,  ftushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticutar 
pain,  potyuria,  sexuat  difficulties. 

The  following  postmarketing  events  have  been 
reported  infrequentty  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing. 
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The  Utilization  of  Antenatal  Care  in  the 
Prevention  and  Intervention  of  the 
Consequences  of  Parental  Alcohol  Use 

A proposal  for  the  healthcare  providers  of  expectant  families. 

Cynthia  M.  Huntimer* 


ABSTRACT 

A brief  discussion  of  the  results  of  parental 
alcohol  use  on  their  offspring  is  followed  by  pro- 
posed general  guidelines  for  utilizing  antenatal 
care  as  a method  of  prevention  and  intervention. 

INTRODUCTION 

Approximately  loo  million  adults  consume 
alcohoP  and  it  is  estimated  that  10^  to  20^ 
million  Americans  are  suffering  from  alcoholism. 
It  has  been  estimated  that  about  40%  of  these  are 
women. Alcohol  abuse  is  generational,  it  is  in- 
creasing by  an  estimated  500,000  persons  per  year, 
and  it  reportedly  affects  one  in  three  families.^  Pub- 
lic awareness  of  the  existence  of  generations  of  al- 
cohol abusers  and  the  need  to  provide  services  for 
them  has  become  increasingly  widespread.  The  fail- 
ure has  been  not  to  fully  recognize  that  generations 
of  children  affected  by  parental  alcohol  use  and 
abuse  also  exist^  and  require  prevention,  interven- 
tion, and  treatment  measures.  Recent  statistics  es- 
timate that  there  are  1,800  to  2,400^  infants  bom 
with  Fetal  Alochol  Syndrome  (FAS)  per  year,  36,(XX) 
bom  with  Fetal  Alcohol  Effects  (FAE)  per  year,'> '' 
and  approximately  28  million  children  of  alcoholics 
(COA’s)  in  the  United  States.^ 

HISTORY 

The  recognition  of  the  adverse  consequences  of 
parental  alcohol  use  and  abuse  has  been  suspected 
since  ancient  times.  Carthagians  and  Spartans  had 
laws  prohibiting  alcohol  use  by  newly  married  cou- 
ples to  prevent  them  from  conceiving  while  intox- 
icated.^ There  are  also  biblical  warnings  about  al- 
cohol use  during  pregnancy  as  it  was  reported  that 
an  angel  warned  Sampson’s  mother  not  to  drink 
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Strong  drink  (Judges  13:7).  In  the  1700’s,  gin  trade 
was  deregulated  and  in  1726  the  College  of  Phy- 
sicians petitioned  Parliament  to  control  the  distilling 
trade  and  suggested  that  gin  was  responsible  for 
adverse  consequences  to  children.^®  Prohibition  was 
enacted  in  1917  and  concern  about  alcohol  and  preg- 
nancy declined.  Some  scientists  ridiculed  the  ac- 
curacy of  pre-Prohibition  studies  and  Haggard  and 
Jellinek  reported  in  1942  that  germ  cells  were  not 
damaged  by  alcohol,  however,  intrauterine  effects 
were  not  considered.  Deficient  maternal  nutrition 
and  an  unstable  environment  were  credited  with  the 
abnormalities  observed  in  children. In  the  1950’s 
and  1960’s,  French  and  German  scientists  reported 
an  increased  frequency  of  neurologic  disorders  and 
delays  in  growth  and  development  in  the  offspring 
of  alcoholic  parents. Physicians  in  the  United 
States  were  alerted  by  a report  in  1970  that  10  out 
of  12  offspring  of  11  alcoholic  mothers  were  small 
for  gestational  age  and  failed  to  grow  even  with 
adequate  diets. Five  of  these  10  were  also  devel- 
opmentally  retarded  as  tested  by  the  Gessel  or  Den- 
ver Developmental  Screening  Test.  In  1973,  a spe- 
cific pattern  of  malformations  in  4 of  these  children 
and  an  additional  7 offspring  of  alcoholic  women 
were  identified  and  designated  as  having  Fetal  Al- 
cohol Syndrome.'^’ In  July  1981,  the  Surgeon 
General  recommended  total  abstinence  for  expect- 
ant mothers  because  studies  have  failed  to  show  a 
safe  level  of  consumption.^"^  Most  recently,  studies 
have  demonstrated  significant  psychological  prob- 
lems in  children  of  alcoholics  as  the  result  of  poor 
parenting  skills,  the  volatile  environment,  and  var- 
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ious  forms  of  abuse, and  the  National  As- 
sociation for  Children  of  Alcoholics  (NACoA)  was 
founded  in  1984  to  assist  this  high  risk  group. ^ 

CONSEQUENCES 

The  consequences  of  parental  alcohol  use  and 
abuse  can  be  attributed  to  maternal  and  paternal 
roles.  It  can  result  in  FAS  or  in  FAE  depending  on 
the  parent  drinking,  timing,  quantity,  duration  of 
use,  and  tissue  sensitivity.’^ 

Regarding  the  maternal  role,  it  has  been  reported 
that  61%  of  women  ages  21  to  34  consumed  alcohol 
in  1983  and  that  35%  drank  5 or  more  drinks  per 
day.^  A proportion  of  these  represents  women  who 
are  not  aware  that  they  are  pregnant.  In  1980,  only 
30%  of  drinking  mothers  stopped  during  pregnancy^ 
and  it  has  been  estimated  that  5 to  10%  of  all  ex- 
pectant mothers  drink  heavily.’’’ 


The  development  of  the  fetus  can  also  be  affected 
by  paternal  alcohol  abuse. 


The  consequences  can  range  from  specific  organ 
malformations  to  general  abnormalities  to  addiction 
depending  on  the  time  period  during  which  the 
drinking  occurs.  In  humans,  periods  of  rapid  brain 
growth  occur  during  the  1st  trimester,  the  3rd 
trimester,  and  the  1st  18  months  of  extrauterine 
life,’^  therefore,  the  value  of  intervention  even  after 
the  first  trimester  is  clear. 

The  quantity  of  alcohol  which  places  the  fetus  at 
risk  has  not  been  determined.  Research  has  shown 
that  there  are  decreased  fetal  breathing  movements 
after  the  maternal  ingestation  of  1 oz.  of  vodka  (80 
proof). Most  studies  indicate  that  acute  blood 
alcohol  concentrations  are  the  most  significant  but 
the  relationship  of  fetal  abnormalities  to  quanity  and 
duration  is  difficult  to  answer  because  of  the  lack 
of  reliable  data.^'’  The  consumption  of  1-2  drinks 
daily  has  been  associated  with  a substantially  in- 
creased risk  of  producing  a growth-retarded  infanP 
and  of  abnormal  changes  in  neonatal  behavior. ^6’  27 
Due  to  the  question  of  toxic  levels,  many  public 
health  agencies  recommend  that  women  abstain  from 
all  alcoholic  beverages  immediately  before  and 
throughout  both  pregnancy  and  lactation.^- 

The  development  of  the  fetus  can  also  be  affected 
by  paternal  alcohol  abuse.  This  is  obvious  in  cases 
of  physical  abuse  of  the  expectant  mother  but  the 
emotional  stress  created  has  also  proven  to  have  a 
detrimental  effect  on  the  physical  development  of 
the  newborn. 28  Also,  a recent  study  at  the  University 
of  Washington,  of  377  fathers  who  drank  heavily 
several  times  a month  or  who  drank  almost  every 
day,  demonstrated  that  they  fathered  babies  weigh- 


ing an  average  of  181  grams  less  than  those  fathered 
by  men  who  drank  seldom  or  not  at  all.  They  did 
not  prove  a direct  cause-effect  relationship  but  sug- 
gest that  it  should  be  considered  in  future  research. 

The  questions  of  the  role  of  prior  alcohol  use  has 
also  been  investigated.  There  are  hypotheses  that 
the  damage  to  male  and  female  gametes,  and  the 
physiologic  and  metabolic  alterations  in  the  mother 
may  be  causative  factors  in  alcohol-related  birth 
defects.  There  have  not  been  any  conclusive  studies 
to  support  this,^°'^®  but  research  remains  to  be  done. 
Studies  indicate  that  the  cessation  of  alcohol  use 
during  pregnancy  greatly  increases  the  chances  of 
having  a healthy  baby.^'’  Of  course,  prior  alcohol 
use  may  actually  result  in  use  during  pregnancy 
during  the  time  period  before  the  mother  realizes 
she  is  pregnant.  This  supports  the  wisdom  of  ab- 
stinence by  any  woman  who  may  become  pregnant. 

FETAL  ALCOHOL  SYNDROME 

The  incidence  of  Fetal  Alcohol  Syndrome  (FAS) 
is  estimated  to  be  1-2/1000  live  births’’’  and  an 
increased  incidence  is  reported  among  American 
Indians  living  on  reservations.^”  According  to  cri- 
teria developed  by  the  Fetal  Alcohol  Study  Group 
of  the  Research  Society  on  Alcoholism  (1980),  the 
diagnosis  should  be  made  only  when  the  patient  has 
signs  in  each  of  the  following  3 categories:  1)  pre- 
natal and/or  postnatal  growth  retardation  (less  than 
10  percentile),  2)  CNS  involvement  (neurologic  ab- 
normalities, developmental  delays,  or  intellectual 
impairment),  3)  characteristic  facial  dysmorphology 
with  at  least  2 of  these  3 signs:  (a)  microcephaly 
(head  circumference  less  than  third  percentile),  (b) 
micro-ophthalmia  and/or  short  palpebral  fissures, 
(c)  poorly  developed  philtrum,  thin  upper  lip,  and 
or  flattening  of  the  maxillary  area.^  Other  abnor- 
malities may  also  coexist  including  cardiac,  limb, 
and  urogenital  malformations.^”’ FAS  is  the  third 
most  common  known  cause  of  mental  retardation 
and  is  entirely  preventable. 


FAS  is  the  third  most  common  known  cause  of 
mental  retardation  and  is  entirely  preventable. 


FETAL  ALCOHOL  EFFECTS 

Some  infants  don’t  manifest  the  full  FAS  but 
exhibit  components  designated  as  Fetal  Alcohol  Ef- 
fects (FAE)  or  Alcohol-Related  Birth  Defects 
(ARBD).  The  precise  incidence  is  difficult  to  de- 
termine because  these  effects  may  be  associated  with 
other  risk  factors.  The  incidence  has  been  estimated 
at  3-5  per  1000  live  births.”  About  50%  of  women, 
who  drink  abusively  during  pregnancy,  give  birth 
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to  children  with  ARBD  or  have  pregnancy  and  de- 
livery complications  which  place  the  infant  at  undue 
risk. One  study  demonstrated  a statistically  sig- 
nificant association  with  alcohol  consumption  for 
the  following:  history  of  habitual  spontaneous  abor- 
tions, low  birth  weight  (less  then  third  percentile), 
antepartum  nondelivery  hospital  admission,  pre- 
mature separation  of  the  placenta,  uterine  tetany, 
heavy  meconium,  precipitous  delivery,  neonatal 
Apgars  less  than  7,  neonatal  infections,  and  abnor- 
malties  of  the  oral  cavity  and  genitourinary  sys- 
tem. Numerous  birth  defects  have  been  reported 
along  with  poor  sucking  and  sleep  responses,  irri- 
tability and  tremors. Decreased  milk  ejection 
and  the  poor  sucking  response  may  result  in  nutri- 
tional deprivation. FAS  and  FAE  children  who 
have  already  been  subjected  to  in  utero  abuse  be- 
come an  at  risk  population  for  child  abuse  due  to 
their  physical  and  emotional  handicaps"^^  (which  is 
aggravated  by  continuing  parental  alcohol  abuse). 

CHILDREN  OF  ALCOHOLICS 

An  estimated  28  million  Americans  have  at  least 
one  alcoholic  parent.®  Approximately  7 million  are 
under  the  age  of  18.^  Children  of  alcoholics  (COA’s) 
are  at  an  increased  risk  for  physical  abuse, ®’ 
and  have  a higher  incidence  of  emotional,  behav- 
ioral, and  developmental  disorders. ®’  Over 
one  half  of  all  incest  cases  involve  alcohol."^  COA’s 
are  the  highest  risk  population  for  the  development 
of  alcoholism. ®> 

Environment  has  a profound  influence  on  the 
physical,  emotional,  and  personality  development 
of  children  and  is  considered  the  dominating  factor 
in  human  development.^^  Many  COA’s  live  in  an 
inconsistent,  volatile,  and  repressive  environment 
which  results  in  them  becoming  mistrustful,  defen- 
sive, and  insecure.  They  are  deprived  of  a normal 
carefree  childhood.  COA’s  manifest  personality  traits 
which  persist  into  adulthood  and  limit  their  poten- 
tial, decrease  their  self-image  and  impair  their  abil- 
ity to  relate  to  others. The  characteristics 
of  adult  children  of  alcoholics  have  been  reported 
as  being  best  represented  as  a combination  of  co- 
dependency (alcohol-type)  and  a variant  of  post- 
traumatic  stress  disorder.® 

Not  all  family  members  of  an  alcoholic  family 
are  affected  in  the  same  way.  Many  variables ® 
are  involved  including  degree  of  alcohol  abuse,  type 
of  alcoholic,  relationship  with  non-alcoholic  parent, 
degree  of  conflict  in  the  home,  social  supports,  and 
the  child’s  own  constitutional  factors.  The  sex  of 
the  parent  also  plays  a role.  Generally,  male  alco- 
holic only  families  are  the  most  stable  situation 
probably  because  the  mother  takes  over  the  majority 
of  child  care.'^'^  These  families  are  the  most  common 


because  9 out  of  10  women  will  stay  with  an  al- 
coholic husband  when  they  have  children  under  the 
age  of  18  whereas  only  1 out  of  10  men  will  stay 
with  an  alcoholic  wife.^  Timing  also  plays  a role 
and  consequences  depend  partly  on  the  develop- 
mental stage  of  the  child.  One  study  has  shown  that 
alcoholism  is  most  detrimental  for  children  ages  6 
and  7,  early  adolescence,  and  later  adolescence."^® 
Only  about  10%  of  children  in  troubled  homes  be- 
come invulnerables,  survive,  and  grow  into  healthy 
adults.^  The  advantages  of  prevention,  intervention, 
and  treatment  is  obvious  in  reducing  the  toll  taken 
on  COA’s  and  the  generational  nature  of  alcohol- 
ism. International  studies  since  the  1960s  support 
the  findings  in  the  United  States  regarding  the  ad- 
verse effects  of  parental  alcoholism  on  their  chil- 
dren. 

ECONOMIC  COST 

Prevention  of  alcohol  abuse  and  all  its  adverse 
consequences  is  extremely  economically  advanta- 
geous. A March  1983  study  published  by  the 
Congressional  Office  of  Technology  estimated  the 
annual  economic  cost  of  alcohol  abuse  as  120  billion 
dollars.^’ ^ One  FAS  child  costs  an  average  of 
$405 ,000  in  direct  special  services  from  birth  to  age 
65.  The  total  costs  of  FAS  to  society  are  estimated 
between  1.937  billion  dollars  and  9.687  billion  dol- 
lars."^ Reports  indicate  that  among  all  alcoholism 
and  drug  dependence  funding  priorities  established 
by  the  U.S.  Government,  prevention  has  ranked  the 
lowest.^  The  monetary  benefits  are  clear  but  a price 
cannot  be  placed  on  the  human  suffering  caused  by 
parental  alcoholism. 

RECOMMENDATIONS 

The  antenatal  visit  may  be  an  opportune  time  to 
identify  both  parents’  alcohol  use  which  poses  a risk 
to  children  from  conception  through  adulthood.  The 
desire  to  give  birth  to  a healthy  child  has  proven  to 
be  an  excellent  motivation  for  a mother’s  entrance 
into  treatment. My  hypothesis  is  that  the  paternal 
desire  for  the  best  for  his  children  would  be  a strong 
motivation  for  a father’s  entrance  into  treatment. 
For  some  expectant  mothers,  pregnancy  may  further 
complicate  life,  exacerbate  drinking,  and  make  in- 
tervention mandatory.  This  time  may  also  be  prime 
for  the  non-alcoholic  spouse  or  other  family  mem- 
bers to  be  more  receptive  to  support  and  interven- 
tion. Additionally,  pregnancy  may  be  its  own  safety 
mechanism  because  of  increases  in  adverse  physi- 
ologic effects  that  some  pregnant  women  experience 
when  drinking  alcohol. 

The  first  step  in  intervention  is  the  identification 
of  parents  who  are  placing  their  offspring  at  risk  by 
their  alcohol  usage.  The  barriers  to  recognition  in- 
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elude  those  common  to  most  substance  abusers, 
which  includes  denial,  strong  defensiveness  by  the 
patients  regarding  his/her  own  or  family’s  alcohol 
use,  and  the  lack  of  education  of  health  care  givers 
to  enable  them  to  identify  substance  abusers.  A fur- 
ther complication  may  be  an  increased  sensitivity 
to  alcohol-related  questions  by  obstetric  patients. 
Another  factor  that  may  play  a role  is  a decreased 
receptiveness  to  education  regarding  the  dangers  of 
alcohol  use  because  of  reported  exaggerations  of 
weak  evidence  indicating  the  harm  of  low  level  con- 
sumption.*"^ 


Children  of  alcoholics  (COA’s)  are  at  an  in- 
creased risk  for  physical  abuse  and  have  a higher 
incidence  of  emotional,  behavioral  and  devel- 
opmental disorders. 


I believe  that  utilization  of  the  following  general 
principles  would  result  in  increased  identification 
of  the  target  group,  greater  entrance  into  treatment, 
maintenance  of  treatment,  and  effectiveness  of  treat- 
ment: 1)  Establishment  of  good  rapport  with  both 
parents,  2)  Positive  nonjudgmental  communication 
to  educate  them  on  FAS,  FAE,  COA’s  — supple- 
mented with  literature  and  incorporated  into  prenatal 
classes,  3)  Separate  routine  interviews  of  each  par- 
ent on  the  initial  visit  regarding  medical,  family, 
and  social  history  with  alcohol-related  questions  in- 
tegrated with  questions  regarding  other  habits  — 
diet,  smoking,  exercise,  methods  of  coping  with 
stress;  a good  history  of  personal  and  family  history 
of  alcohol  abuse  should  be  obtained  (including  child 
abuse),  4)  Questionnaires  may  be  utilized  to  sup- 
plement information  but  a personal  interview  is  most 
desirable  and  should  be  attempted,  5)  Review  the 
results  of  interviews  and  questionnaires  with  parents 
as  indicated  and  advise  treatment  accordingly,  6) 
Utilize  lab  tests  if  denial  plus  a high  index  of  sus- 
picion exists,  7)  Continue  to  monitor  alcohol  use 
throughout  pregnancy,  8)  If  identified,  use  parents 
concern  for  unborn  child  to  engage  in  supportive 
psychotherapy,  9)  Again,  be  nonjudgmental  and 
emphasize  positive  steps  that  parents  can  take  to 
increase  the  chances  of  having  a healthy  child  and 
sustaining  the  overall  health  of  that  child  — counsel 
that  cessation  of  alcohol  use  even  if  abused  early 
in  pregnancy  may  improve  the  outcome  of  the  fetus, 
10)  Don’t  be  rigid  about  labels  such  as  alcoholism, 
simply  state  that  alcohol  use  is  posing  a risk  for 
their  child’s  welfare  and  their  own,  11)  Planning  of 
treatment  may  be  facilitated  by  classification^^  into 
the  type  of  drinker,  (a)  social:  brief  support  may 
work  well,  (b)  symptom-relief:  may  require  more 
extensive  counselling  and  support  for  a variety  of 


social  problems,  (c)  dependence:  may  require  de- 
toxification, treatment  of  medical  complications, 
court  involvement,  treatment  centers.  These  can  be 
utilized  as  general  guidelines  but  try  not  to  be  rigid 
about  treatment  options  and  be  more  concerned  about ; 
what  works  for  and  is  acceptable  to  each  individual, 
12)  Disulfuram  contraindicated,  13)  Make  resources 
easily  accessible,  14)  Use  consultations  as  indicated  i 
if  more  expertise  required  or  due  to  time  constraints,  i 

15)  Counselling  can  be  scheduled  to  coincide  with 
prenatal  visits  but  increase  frequency  if  necessary, 

16)  Make  definitive  plans  for  aftercare  before  ba- 
by’s birth.  In  summary,  these  are  common  sense 
guidelines  which  emphasize  patient  education,  early 
identification  of  potential  problems,  and  the  use  of 
consultations  as  needed  for  intervention  and  treat- 
ment. 

The  outcome  of  intervention  and  treatment  is  de- 
pendent on  many  variables.  It  has  been  shown  that 
pregnant  women  establish  sustained  relationships 
with  health  professionals  in  which  medical  rather 
than  moralistic  values  predominate  and  that  they 
respond  more  readily  to  treatment  integrated  with 
routine  care."*°  Also,  a study  employing  alcoholism 
counselors  in  the  physician’s  office  found  that  pa- 
tients find  it  less  intimidating  than  a mental  health 
agency  because  of  the  stigma  that  still  surrounds 
chemical  dependency.^"*  The  young,  nulliparous 
woman  who  drinks  socially  appears  to  be  the  most 
receptive  to  reducing  alcohol  consumption  but  some 
of  the  heaviest  drinkers  have  favorable  outcomes. 


Antenatal  visit  may  be  an  opportune  time  to  iden- 
tify both  parents’  alcohol  use  which  poses  a risk 
to  children. 


Studies  in  Boston^^  and  in  Sweden^^  have  demon- 
strated that  intervention  at  the  antenatal  visit  has  the 
potential  for  being  highly  effective  with  expectant 
mothers.  The  value  of  extending  this  intervention 
to  the  expectant  father  is  clear  in  reducing  the  toll 
of  alcohol  abuse  on  the  future  of  the  unborn  child 
and  the  whole  family.  The  study  in  Boston  found 
that  when  staff  members  observed  the  positive  re- 
sponse to  supportive  counselling,  their  traditional 
pessimism  was  often  replaced  with  an  optimistic 
attitude  toward  intervention  and  expectation  of  suc- 
cess improved  outcomes. 

CONCLUSION 

Only  about  15%,^’^^  of  alcoholics  and  5%^’^  of 
COA’s  are  receiving  formal  treatment.  The  need  for 
improvement  of  these  numbers  by  early  identifi- 
cation and  treatment  in  all  patient  populations  should 
be  a high  priority  objective. 
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I The  opportunity  for  decreasing  the  toll  taken  by 
I parental  alcoholism,  including  FAS,  FAE,  and  COA 
) issues,  is  considerable  during  antenatal  communi- 
i cation  with  expectant  parents.  The  potential  to  im- 
prove the  quality  of  a new  life  is  an  excellent  mo- 
tivation for  physicians  to  intervene  and  patients  to 
respond  and  will  ultimately  result  in  improvement 
: in  the  quality  of  life  for  the  family  and  society.  This 
! opportunity  should  be  utilized. 
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Mailing  Address: 
P.O.  Box  1234 


your/ t nJtptiJtKt 


SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 


AFTER  BUSINESS  HOURS  CALL: 

DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 

336-1090 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


FAMILY  PRACTITIONER 

Marshfield  Clinic  — Durand  Center  is  seeking  a 
board  certified/board  eligible  family  practitioner  to 
join  another  family  practitioner  in  an  established 
office  based  practice  in  Durand,  Wisconsin.  Durand 
offers  a rural  location  v/ith  abundant  outdoor  rec- 
reational opportunities  located  in  scenic  Vi^estern 
Wisconsin.  The  Durand  Center  offers  the  family 
practitioner  the  autonomy  of  a private,  primary  care 
practice  plus  the  financial  and  professional  re- 
sources of  Marshfield  Clinic,  a 250-physician  multi- 
specialty group.  This  physician  v/ould  enjoy  full  hos- 
pital privileges  at  the  local  hospital  in  Durand.  Ex- 
cellent salary  and  fringe  benefits.  Please  send  cur- 
riculum vitae  to: 

Robert  Peterson 

Director,  Regional  Centers 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wl  54449 

Or  you  may  call  collect  at  71 5-387-5498. 


The  PHYSICIAN 
REHABILITATION 
PROGRAM  of  the  South 
Dakota  State  Medical 
Association 

1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

(605)  336-1965 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well 
as  those  with  emotional  and 
psychiatric  disorders. 

All  referrals  and  information  remains 
confidential. 


30 


SOUTH  DAKOTA 


WHO  IN  THIS  KAMIIY 
IS  BEING  TREATED  FORA 
MUSCLE  DISEASE? 


GUESS  AGAIN. 


The  answer  is,  they  all  are. 

Oh,  only  the  child  in  the  wheelchair  is 
disabled.  But  his  illness  affects  the  entire 
family. 

And  that’s  why  the  Muscular  Dystrophy 
Association,  through  its  240  clinics,  pro' 
vides  patients  and  their  fam 'lies  with  the  help 
they  need. 

Parents  of  a child  with  a neuromuscular 
disease  may  feel  angry,  even  guilty,  about  the 
child’s  illness.  They  face  the  task  of  caring 
for  him,  while  not  neglecting  their  healthy 


children’s  needs — or  each  others. 

Siblings  can  feel  guilty,  too,  just  for  not 
being  the  sick  one. 

An  MDA  clinic  will  counsel  a family 
on  problems  like  these.  Provide  many  essen^ 
tial  services,  such  as  diagnosis,  therapy,  and 
orthopedic  equipment.  And  point  out  other 
available  community  health  resources.  All  at 
no  direct  cost  to  the  patient  or  family. 

It’s  often  said  that  with  muscular 
dystrophy,  the  family  is  the  patient. 

So  at  MDA,  that’s  exactly  who  we  treat. 


MDA' 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 


Future  Meetings 


August 


Aspen  Basic  Science:  Receptors  and  Disease,  Given  Inst,  of 
Pathobiology,  Aspen,  CO,  Aug.  12-15.  Contact;  Joann  Bauer, 
CME,  U.  of  Colo.  Health  Sciences  Ctr. , Campus  Box  C295, 
4200  E.  9th  Ave.,  Denver,  CO  80262.  Phone;  (303)  394- 
5195. 


Fifth  Annual  Internal  Medicine  Board  Review,  Denver,  CO, 
Aug.  24-28.  AM  A Category  I credit  avail.  Contact;  Joann 
Bauer,  CME,  U.  of  Colo.  Health  Sciences  Ctr.,  Campus 
Box  C295,  4200  E.  9th  Ave.,  Denver,  CO  80262.  Phone; 
(303)  394-5195. 


Cardiology  Update,  Hotel  Inter-Continental,  San  Diego,  CA, 
Aug.  28-29.  15  hrs.  AMA  Category  I credit.  Contact;  Lisa 
Krehbiel,  Inst,  for  Med.  Studies,  30131  Town  Center  Dr., 
Ste.  215,  Laguna  Niguel,  CA  92677. 


September 


Regional  Meeting  of  the  South  Dakota  Chapter,  American 
College  of  Physicians,  Sheraton  Inn,  Aberdeen,  SD,  Sept. 
11-12.  AMA  Category  I credit  avail.  Contact;  Robert  Suur- 
meyer,  M.D.,  201  S.  Lloyd  St.,  Aberdeen,  SD  57401.  Phone; 
(605)  225-8800. 


Fifth  Annual  Occupational  Health  and  Safety  Institute,  Earle 
Brown  Cont.  Ed.  Ctr.,  U.  of  Minn.,  St.  Paul,  MN,  Sept. 
14-25.  AMA  Category  I credit  avail.  Contact;  Ruth  Mc- 
Intyre, Midwest  Ctr.  for  Occupational  Health  and  Safety, 
640  Jackson  St.,  St.  Paul,  MN  55101.  Phone;  (612)  221- 
3992. 


Annual  Autumn  Seminar  on  Obstetrics  and  Gynecology, 

Hyatt  Regency  Hotel,  Minneapolis,  MN,  Sept.  16-18.  Con- 
tact; CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 


Ninth  Annual  Adolescent  Medicine  and  Health  Care  Con- 
ference: Psychotherapeutic  Approaches,  Willey  Hall,  U. 
of  Minn.,  Minneapolis,  MN,  Sept.  18-19.  Contact;  CME, 
U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone;  (612)  626-5525. 


Radiology /87:  Chest-Cardiovascular,  Willey  Hall,  U.  of 
Minn.,  Minneapolis,  MN,  Sept.  21-25.  Contact;  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone;  (612)  626-5525. 

Emergency  Medicine  Review,  Ctr.  for  Cont.  Ed.,  Univ.  of 
Neb.  Med.  Ctr.,  Omaha,  NE,  Sept.  21-26.  45  hrs.  AAFP 
& AMA  Category  I credit.  Contact;  Marge  Adey,  Ctr.  for 


Cont.  Ed.,  U.  of  Neb.  Med.  Ctr.,  42nd  & Dewey  Ave., 
Omaha,  NE  68105.  Phone;  (402)  559-4152. 


Nutrition  Concerns  for  Women:  A Symposium  for  Health 
Professionals,  U.  of  Kans.  Med.  Ctr.,  Kansas  City,  KS, 
Sept.  25.  AAn^  & AMA  Category  I credit  avail.  Contact; 
Eileen  Buttron,  U.  of  Kans.  Med.  Ctr.,  Off.  Cont.  Ed.,  39th 
& Rainbow  Blvd.,  Kansas  City,  KS  66103.  Phone;  (913) 
588-4480. 


A Day  with  the  Perinatologists,  Red  Lion  Inn,  Omaha,  NE, 
Sept.  25-26.  Contact;  Maureen  McGinley,  CME,  Creighton 
Univ.  School  of  Med.,  Omaha,  NE  68178.  Phone;  800-228- 
7212,  ext.  2550. 


Principles  of  Colon  and  Rectal  Surgery,  Mayo  Mem.  Aud. , 
U.  of  Minn.,  Minneapolis,  MN,  Sept.  28-Oct.  1.  Contact; 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 


October 


Emergency  Medicine  Review,  Ctr.  for  Cont.  Ed.,  U.  of  Neb. 
Med.  Ctr.,  Omaha,  NE,  Oct.  5-10.  45  hrs.  AAFP  & AMA 
Category  I credit.  Contact;  Marge  Adey,  Ctr.  for  Cont.  Ed., 
U.  of  Neb.  Med.  Ctr.,  42nd  & Dewey  Ave.,  Omaha,  NE 
68105.  Phone;  (402)  559-4152. 


Family  Practice  Review,  U.  of  Colo.  School  of  Med. , Denver, 
CO,  Oct.  5-10.  AAFP  & AMA  Category  I credit  avail. 
Contact;  Off.  of  CME,  U.  of  Colo.  Health  Sciences  Ctr., 
Campus  Box  C295,  4200  E.  9th  Ave.,  Denver,  CO  80262. 
Phone;  (303)  394-5195. 


Annual  Internal  Medicine  Review,  Mayo  Mem.  Aud.,  U.  of 
Minn.,  Minneapolis,  MN,  Oct.  7-9.  Contact;  CME,  U.  of 
Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Minneap- 


Pediatric  Pulmonary  Disease,  Radisson  Univ.  Hotel,  Min- 
neapolis, MN,  Oct.  9.  Contact;  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone;  (612)  626-5525. 


Allergy,  Immunology  and  Rheumatology:  Review  and  Up- 
date, U.  of  Kans.  Med.  Ctr.,  Kansas  City,  KS,  Oct.  9-10. 
AAFP  & AMA  Category  I credit  avail.  Contact;  Eileen  But- 
tron, U.  of  Kans.  Med.  Ctr.,  Off.  of  Cont.  Ed.,  39th  & 
Rainbow  Blvd.,  Kansas  City,  KS  66103.  Phone;  (913)  588- 
4480. 


Workshop  on  Fine  Needle  Aspiration  Cytology,  Bell  Instit., 
U.  of  Minn.,  Minneapolis,  MN,  Oct.  12-16.  Contact;  CME, 
U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone;  (612)  626-5525. 
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We  Understand  Your  Frustration.’ 


Y'ou  don’t  need  to  be  told  how  tough 
the  last  Jew  years  have  been  in 
the  professional  liability  arena.  You’ve 
faced  escalating  premiums,  escalating 
awards  and  escalating  frustrations, 
regardless  who  insures  you. 

“From  our  side  of  the  table,  we’ve 
struggled  with  diminishing  rein- 
surance, exhorbitant  claims  costs 
and  an  industry-wide  change  in 
our  type  of  insurance  policy.  Through- 
out, ICA  has  strived  to  maintain  a 
strong  balance  sheet,  because  our 
financial  stability  is  your  only  real 
guarantee  that  we’ll  be  here  if  you 
need  us. 


DOYLE  N.  ROGERS.  MD.  FCAP.  JD 
Chairman,  President,  CEO 


“So,  we  made  tough  and  some- 
times, unpopular,  decisions. 
But  the  bottom  line  is  this: 
We’ve  positioned  ourselves  as 
a strong  force  in  the  profes- 
sional liability  business,  for 
today  and  tomorrow. 

“We’ll  be  here  f you  need  us. 
That’s  what  we  both  want.  At 
ICA,  we’re  committed  to  protect- 
ing your  practice.” 


lOV 


INSURANCE 
CORPORATION 
OF  AMERICA 


Houston,  Texas  (713)  871-8100 
The  Professional  Liability  Specialist 


lb  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

icifter  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAE  LA  stayed  on  INDERAL  LA’.’ 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  cuiswer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  cUid  compliance 


B ONCE-DAILY  ■ _ 

nderalla 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 

The  one  you  know  best 
keeps  looking  better 


a 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRISINC  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60.  80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  Is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first-degree 
bicck.  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discbntinued  (gradually.  If  possible). 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  toa 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blacker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin.  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  -fi 
fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C,  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypoten- 
sion; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the 
Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Thce'orc.  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
s'^cu'd  be  g'3dua"y  mduced  over  at  least  a 'ew  weeks,  and  the  patient  should  be 
cautioned  against  ir*c'’"uption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  Is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respohd  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures, 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels. 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol, 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 


memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy. and  vivid 
dreams  appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress. 

Respiratory:  Bronchospasm. 

/-/emato/og/c.' Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
repbrted. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  rejoorted  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosihg  interval. 

HYPERTENSION  — Dosage  must  be  Individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved. 
The  usual  maintenahce  dosage  is  1 20  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  Individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  Individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should 
be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 

W66kS. 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  otjhe  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program.  Data  on  file,  Ayerst  Laboratories. 

2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985;  145:1321-1323. 
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Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


Having  returned  from  the  annual  American 
Medical  Association  meeting  in  late  June,  it 
is  perhaps  no  surprise  that  “even  in  South  Dakota” 
we  must  get  about  facing  the  burgeoning  AIDS  ep- 
idemic. We  are  not  segregated  from  the  tentacles 
of  Acquired  Immune  Deficiency  Syndrome  any  more 
than  from  a nuclear  holocaust.  Yet  when  we  speak 
of  AIDS,  even  in  conversational  groups  composed 
only  of  physicians,  it  is  almost  impossible  to  adhere 
to  intellectual,  effective  principles  and  yet  be  sen- 
sitive. The  AIDS  crisis  is  the  single  most  crucial 
public  health  problem  facing  the  nation  according 
to  public  opinion,  but  as  a nation  and  a profession, 
we  have  yet  to  arrive  at  an  organized  program  for 
confronting  this  problem. 

We  are  faced  with  irrational,  insensitive  opinions 
that  AIDS  is  somehow  God’s  will  and  affects  mainly 
those  “deserving  of  His  wrath.”  It  is  only  slightly 
less  tragic  that  this  is  expressed  secretly  by  those 
in  government  than  it  is  within  the  medical  profes- 
sion. As  physicians,  our  responsibility  is  to  acquire, 
process,  disseminate  and  apply  scientific  informa- 
tion in  the  most  beneficial  means  available  for 
everyone. 

This  becomes  very  difficult  because  of  wide  dis- 
crepancies in  reporting  by  various  agencies.  Who 
are  we  to  believe?  Originally,  less  than  one  in  five 


seropositive  individuals  were  felt  to  develop  AIDS . 
Now  we  hear  that  a confirmed  HIV  positive  “uni- 
formly” leads  in  increasingly  brief  intervals  to  con- 
version to  AIDS  status,  a (to  this  date  also  “uni- 
formly”) fatal  outcome. 

What  do  we  believe?  We  are  educated  to  instinc- 
tively avoid  “always”  and  “never”  statements,  and: 
that  applies  here  too.  To  this  date  we  just  don’t i! 
know  how  much  of  each  applies. 

What  really  applies  is  how  we  as  physicians  and  li 
medical  staffs  have  prepared  hospital  personnel  (and  1 
ourselves)  to  deal  with  the  first  HIV  positive  reactor 
who  works  in  the  hospital.  That’s  the  nitty-gritty. 

How  do  we  prevent  the  almost  inevitable  hysteria  i 
if  we  are  not  prepared? 

How  we  prepare  and  what  we  prepare  for,  was 
the  subject  of  extensive  discussion  and  debate  at 
this  annual  AM  A meeting,  and  a full  report  and 
policy  statement  will  be  issued  in  the  near  future. 
This  report  is  intended  to  be  a foundation  upon 
which  the  states  may  develop  their  own  indivi- 
dualized programs.  By  the  time  this  is  printed,  the 
South  D^ota  State  Medical  Association  hopes  to 
have  a strictly  scientifically-based  Task  Force  which 
will  be  a source  of  reliable  information.  It  is  a for- 
midable task  and  will  demand  a great  deal  of  effort 
and  sacrifice  on  the  part  of  those  involved.  It  must 
be  absolute  in  its  adherence  to  scientific  principles. 
Egos,  ambitions  and  opinions  of  individuals  will 
not  be  a final  product  of  this  Task  Force. 

Their  information  and  policies  will  be  developed 
rather  than  dictated,  and  we  hope  will  be  immune 
to  the  pressure  and  influence  of  those  closely  as- 
sociated with  the  HIV  but  too  emotionally  involved 
to  contribute  reliably  to  scientific  policy. 

This  Task  Force  will  be  concerned  not  only  with 
treatment  of  HIV  patients,  but  even  more  with  the 
prevention  and  control  of  its  spread  in  the  general 
public.  We  cannot  wait  until  we  have  an  actual  crisis 
in  South  Dakota  to  develop  our  prevention  and  con- 
trol program.  We  realize  there  are  many  other  vitally 
concerned  individuals  and  groups,  and  their  input 
will  be  solicited  when  appropriate,  but  as  alluded 
to  earlier,  the  stakes  are  just  too  high  to  permit 
special  interests  to  interfere  with  treatment  of  HIV 
patients  and  protection  of  the  public.  ■ 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
106th  Annual  Meeting 
June  4,  5,  6,  7,  1987 


1987-1988  OFHCERS 
President 

Robert  Ferrell,  M.D Rapid  City 


President-Elect 

Frank  Messner,  M.D Yankton 

Vice  President 

Michael  Pekas,  M.D Sioux  Falls 

Secretary-Treasurer  (1988) 

M.  George  Thompson,  D.O Watertown 

AMA  Delegate  (1988) 

Bruce  Lushbough,  M.D Brookings 

AMA  Alternate  Delegate  (1988) 

Durward  Lang,  M.D Sioux  Falls 

Chairman  of  the  Council 

Richard  Porter,  M.D Yankton 

Speaker  of  the  House  of  Delegates 

J.  A.  Eckrich,  Jr.,  M.D Aberdeen 

Councilor  at  Large 

W.  O.  Rossing,  M.D Sioux  Falls 

COUNCILORS 
First  District  (Aberdeen) 

Jay  Bachmayer,  M.D.  (1989)  Aberdeen 

Warren  Redmond,  M.D.  (1990)  Aberdeen 

Second  District  (Watertown) 

James  Larson,  M.D.  (1989)  Watertown 

Third  District  (Brookings-Madison) 

Curtis  Wait,  M.D.  (1990)  Brookings 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1989)  Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M.D.  (1990)  Huron 

Sixth  District  (Mitchell) 

C.  D.  Monson,  M.D.  (1990) Parkston 

Seventh  District  (Sioux  Falls) 

Jeffrey  Hagen,  M.D.  (1990) Sioux  Falls 

Karl  Wegner,  M.D.  (1989)  Sioux  Falls 

Guy  Tam,  M.D.  (1988)  Sioux  Falls 

Lowell  Hyland,  M.D.  (1990)  Sioux  Falls 

James  Reynolds,  M.D.  (1988) Sioux  Falls 

Eighth  District  (Yankton) 

Richard  Porter,  M.D.  (1988)  Yankton 

Jay  Hubner,  M.D.  (1989)  Yankton 

Ninth  District  (Rapid  City) 

Ed  James,  M.D.  (1990)  Rapid  City 

Thomas  Krafka,  M.D.  (1988)  Rapid  City 

James  Jackson,  M.D.  (1989)  Rapid  City 

N.  R.  Whitney,  M.D.  (1988) Rapid  City 

Tenth  District  (Rosebud) 

Louis  Hogrefe,  M.D.  (1988)  Gregory 

Eleventh  District  (Northwest) 

James  Wunder,  M.D.  (1988)  Mobridge 


Twelfth  District  (Whetstone  Valley) 


Joseph  Kass,  M.D.  (1988)  Rosholt 

Student  Representative 

Paula  Hicks  Vermillion 


ALTERNATE  COUNCILORS 


First  District  (Aberdeen) 

(1989) 

David  Seaman,  M.D.  (1990)  Aberdeen 

Second  District  (Watertown) 

G.  R.  Bartron,  M.D.  (1989) Watertown 

Third  District  (Brookings-Madison) 

C.  S.  Roberts,  M.D.  (1990)  Brookings 

Fourth  District  (Pierre) 

M.  R.  Cosand,  M.D.  (1989)  Pierre 

Fifth  District  (Huron) 

G.  Robert  Bell,  M.D.  (1990)  DeSmet 

Sixth  District  (Mitchell) 

Bruce  Kocourek,  D.O.  (1990)  Parkston 

Seventh  District  (Sioux  Falls) 

Dennis  Johnson,  M.D.  (1990)  Sioux  Falls 

K.  Gene  Koob,  M.D.  (1989)  Sioux  Falls 

Daniel  Kennelly,  M.D.  (1989)  Sioux  Falls 

D.  G.  Ortmeier,  M.D.  (1990)  Sioux  Falls 

Lawrence  Finney,  M.D.  (1988)  Sioux  Falls 

Rodney  Parry,  M.D.  (1988)  Sioux  Falls 

Eighth  District  (Yankton) 

John  Stemquist,  M.D.  (1988)  Yankton 

Duane  Reaney,  M.D.  (1989)  Yankton 

Ninth  District  (Rapid  City) 

J.  Geoffrey  Slingsby,  M.D.  (1988)  Rapid  City 

Richard  Renka,  M.D.  (1989)  Rapid  City 

A.  Byford  Anderson,  M.D.  (1988)  Deadwood 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  M.D.  (1988)  Gregory 

Eleventh  District  (Northwest) 

L.  M.  Linde,  M.D.  (1988)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Lawrence  Nelson,  M.D.  (1988)  Webster 

Student  Representative 

Tom  Bruns  Vermillion 


1987-1988  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
Stephan  Schroeder,  M.D.  (1990)  Miller,  Chairman 
Raymond  Burnett,  M.D.  (1990)  Rapid  City 
Melvin  Thomas,  M.D.  (1990)  Brookings 
Robert  Meyer,  M.D.  (1990)  Watertown 
Jean  Gerber,  M.D.  (1990)  Aberdeen 
Richard  Friess,  M.D.  (1988)  Sioux  Falls 
David  Rossing,  M.D.  (1988)  Sioux  Falls 
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Walter  Baas,  M.D.  (1988)  Mitchell 
John  Herlihy,  M.D.  (1988)  Rapid  City 
James  Reynolds,  M.D.  (1988)  Sioux  Falls 
O.  Myron  Jerde,  M.D.  (1989)  Rapid  City 
Thomas  Olson,  M.D.  (1989)  Vermillion 
John  Gray,  M.D.  (1989)  Sioux  Falls 
Linda  Peterson,  M.D.  (1989)  Watertown 
Phillip  Hoffsten,  M.D.  (1986)  Pierre 
Peggy  Huber,  Auxiliary 
Les  j^nstad.  Clinic  Manager 
Beth  Ballinger,  Student 


COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

Richard  Holm,  M.D.  (1989)  Brookings,  Chairman 

Clark  Likness,  M.D.  (1988)  Watertown 

John  Jones,  M.D.  (1990)  Chamberlain 

Martin  Christensen,  M.D.  (1990)  Mitchell 

Mark  Werpy,  M.D.  (1990)  Pierre 

Kevin  Bjordah,  M.D.  (1990)  Webster 

Michael  McVay,  M.D.  (1990)  Yankton 

Dennis  Stevens,  M.D.  (1988)  Sioux  Falls 

Dan  Heinemann,  M.D.  (1988)  Canton 

J.  F Barlow,  M.D.  (1988)  Rapid  City 

Allan  Hartzell,  M.D.  (1988)  Sioux  Falls 

Robert  Brown,  M.D.  (1989)  Aberdeen 

Milton  Mutch,  M.D.  (1989)  Sioux  Falls 

Craig  Hansen,  M.D.  (1989)  Rapid  City 

R.  E.  Van  Demark,  Sr.,  M.D.  (1989)  Sioux  Falls 

Joe  Villa,  Student 


COMMISSION  ON  MEDICAL  SERVICE 

Jerome  Freeman,  M.D.  (1990)  Sioux  Falls,  Chairman 

Dale  Gunderson,  M.D.  (1990)  Yankton 

Michael  Ferrell,  M.D.  (1990)  Sioux  Falls 

Mary  Ann  Bauman,  M.D.  (1990)  Sioux  Falls 

Tom  Huber,  M.D.  (1990)  Pierre 

E.  T.  Ruud,  M.D.  (1989)  Hot  Springs 

Kennon  Broadhurst,  M.D.  (1988)  Aberdeen 

Jerome  Bentz,  M.D.  (1988)  Platte 

James  Pucelik,  M.D.  (1988)  Deadwood 

Robert  Harms,  M.D.  (1988)  Sioux  Falls 

James  Ashbaugh,  M.D.  (1989)  Deadwood 

Tad  Jacobs,  D.O.  (1989)  Flandreau 

Robert  Suurmeyer,  M.D.  (1989)  Aberdeen 

Tony  Berg,  M.D.  (1989)  Winner 

Thomas  Gaeckle,  M.D.  (1989)  Sioux  Falls 

Scott  Rand,  Student 


COMMISSION  ON  SCIENTIFIC  MEDICINE 

Robert  Raszkowski,  M.D.  (1988)  Sioux  Falls,  Chairman 

Roger  Carter,  M.D.  (1990)  Watertown 

Frank  Jones,  M.D.  (1990)  Sioux  Falls 

Julie  Stevens,  M.D.  (1990)  Yankton 

Robert  Talley,  M.D.  (1990)  Sioux  Falls 

Curtis  Buchholz,  M.D.  (1990)  Huron 

James  Engelbrecht,  M.D.  (1988)  Rapid  City 

Harvey  Hart,  M.D.  (1988)  Aberdeen 

V.  V.  Volin,  M.D.  (1988)  Sioux  Falls 

Edward  Zawada,  M.D.  (1988)  Sioux  Falls 

David  Elson,  M.D.  (1989)  Sioux  Falls 

Marc  Boddicker,  M.D.  (1989)  Rapid  City 

Lewis  Ofstein,  M.D.  (1989)  Sioux  Falls 

Wm.  Tschetter,  M.D.  (1989)  Rapid  City 

Patrick  King,  M.D.  (1989)  Yankton 

Richard  Jensen,  Student 


PROFESSIONAL  LIABILITY  COMMISSION 

Jerry  Walton,  M.D.  (1988)  Sioux  Falls,  Chairman 
John  Stemquist,  M.D.  (1990)  Yankton 
Ken  Bartholomew,  M.D.  (1990)  Faulkton 
John  Robbins,  M.D.  (1989)  Huron 


Mitchel  Rydberg,  M.D.  (1989)  Dell  Rapids 
K.  Gene  Koob,  M.D.  (1989)  Sioux  Falls 
Frank  Alvine,  M.D.  (1988)  Sioux  Falls 
Richard  Wake,  M.D.  (1988)  Brookings 
Kathy  Barnett,  Student 

CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 
Robert  Ferrell,  M.D.,  Rapid  City 
Frank  Messner,  M.D.,  Yankton 
Michael  Pekas,  M.D.,  Sioux  Falls 
M.  George  Thompson,  D.O.,  Watertown 
Bruce  Lushbough,  M.D.,  Brookings 
Durward  Lang,  M.D.,  Sioux  Falls 
J.  A.  Eckrich,  Jr.,  M.D.,  Aberdeen 
Richard  Porter,  M.D.,  Yankton 
W.  O.  Rossing,  M.D.,  Sioux  Falls 

GRIEVANCE  COMMISSION 

Durward  Lang,  M.D.  (1988)  Sioux  Falls,  Chairman 

Joseph  Hamm,  M.D.  (1989)  Rapid  City 

Howard  Saylor,  Jr.  M.D.  (1990)  Huron 

Richard  Gere,  M.D.  (1991)  Mitchell 

W.  O.  Rossing,  M.D.  (1992)  Sioux  Falls 

ARCHIVES  AND  HISTORY  COMMISSION 

David  Buchanan,  M.D.  (1989)  Huron,  Chairman 
C.  B.  McVay,  M.D.  (1989)  Yankton 
Virginia  Tracy  (1989)  Auxiliary 
Roscoe  Dean,  M.D.  (1989)  Wessington  Springs 
Joseph  Hamm,  M.D.  (1989)  Sturgis 

LIAISON  COMMITTEE 

Richard  Belatti,  M.D.  (1988)  Sioux  Falls,  Chairman 
J.A.  Eckrich,  Jr.,  M.D.  (1988)  Aberdeen 
James  Jackson,  M.D.  (1988)  Rapid  City 
Brian  Hurley,  M.D.  (1988)  Sioux  Falls 
Jerome  Freeman,  M.D.  (1988)  Sioux  Falls 
James  Monfore,  M.D.  (1988)  Miller 
Jay  Hubner,  M.D.  (1988)  Yankton 
John  Rittmann,  M.D.  (1988)  Watertown 

EXECUTIVE  COMMITTEE  OF  THE 
MEDICAL  SCHOOL 

Karl  Wegner,  M.D.  (1988)  Sioux  Falls 

MEDICAL  CLAIMS  REVIEW  COMMITTEE 
FOR  BLUE  SHIELD  OF  NORTH  DAKOTA 

James  C.  Larson,  M.D.  (1988)  Watertown 

MEDICAL-LEGAL  COMMITTEE 
Daniel  Kennelly,  M.D.  (1988)  Sioux  Falls 
Barry  Welge,  M.D.  (1988)  Aberdeen 
Jerry  Walton,  M.D.  (1988)  Sioux  Falls 
Duane  Reaney,  M.D.  (1988)  Yankton 
John  Ottenbacher,  M.D.  (1988)  Selby 
James  Larson,  M.D.  (1988)  Watertown 

DEPARTMENT  OF  SOCIAL  SERVICES 
MEDICAL  ADVISORY  COMMITTEE 

Michael  Pekas,  M.D.  (1990)  Sioux  Falls 

ADVISORY  COMMITTEE  TO  HEALTH  POLICY 
AGENDA  — AMA 

Bruce  Lushbough,  M.D.  (1988)  Brookings 

DIAGNOSTIC  AND  THERAPEUTIC  TECHNOLOGY 
ASSESSMENT  PROGRAM  PANEL  — AMA 
Charles  O’Brien,  M.D.  (1989)  Sioux  Falls 
Werner  Boade,  M.D.  (1989)  Sioux  Falls 
J.  Michael  McMillin,  M.D.  (1989)  Sioux  Falls 
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Consider  the 
causative  organisms... 


cefaclor 


1 


250-mg  Pulvules^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae,  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
(group  A /3 -hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS.  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother’s  milk.  Exercise  caution  in  prescribing 
forthese  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

•As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormar urinalysis:  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs’  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict’s  or  Fehling’s  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly),  (072885R] 

PA  8794  AMP 

©1987,  ELI  LILLY  AND  COMPANY 

Additional  inlormation  available  lo  the 
prolession  on  request  Irom  Eli  Li  tty  and 
Company.  Indianapolis,  Indiana  46285. 

Ell  Lilly  Industries,  Inc 

700241  Carolina,  Puerto  Rico  00630 


<5% 


! REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMITTEE 

Thursday,  Howard  Johnson  Motor  Lodge 

June  4,  1987  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  8:45  a.m.  by  Clark  Lik- 
ness,  M.D.,  Chairman  of  the  Committee.  Present  for  roll  call 
I were  Drs.  Likness,  Wm.  Rossing,  Robert  Ferrell,  Frank  Mess- 
ner,  Michael  Pekas,  M.  George  Thompson,  Richard  Gere,  Dur- 
ward  Lang,  and  Bruce  Lushbough. 

The  CPA  Audit  prepared  by  Broeker  Hendrickson  & Pullen 
was  reviewed  and  discussed.  Dr.  Pekas  moved  that  the  Budget 
and  Audit  Committee  accept  the  audit  as  presented.  The 
motion  was  seconded  by  Dr.  Lang  and  carried. 

The  meeting  adjourned  at  9:30  a.m. 

FIRST  COUNCIL  MEETING  MINUTES 

! Thursday  Dakota  Room  C 

June  4,  1987  Howard  Johnson 

! 10:00  a.m.  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Michael  Pekas,  M.D., 
Chairman  of  the  Council,  at  10:00  a.m.  Those  present  were 
Drs.  W.  O.  Rossing,  Robert  Ferrell,  M.  George  Thompson, 
Richard  Gere,  Michael  Pekas,  Frank  Messner,  J.  A.  Eclbich, 
Jr.,  Bruce  Lushbough,  Durward  Lang,  Curtis  Wait,  David 
I Buchanan,  Charles  Monson,  Guy  Tam,  Richard  Tschetter,  Jay 
I Hubner,  Richard  Porter,  Tom  IG-afka,  N.  R.  Whitney,  Louis 
1 Hogrefe,  D.  G.  Ortmeier,  Clark  Likness,  Jerome  Freeman, 
Frai^  Alvine  and  Robert  Raszkowski.  Also  present  were  Paula 
Hicks,  student  councilor,  and  Drs.  Carl  Johnson,  Joseph  Kass, 
I!  Joe  Hamm  and  Winston  Odland.  SDSMA  staff  members  pres- 
fi  ent  were  Bob  Johnson,  Jan  Anderson,  Lorin  Pankratz,  Charvin 
I'  Dixon  and  Susan  Jahraus. 

I Dr.  Gere  moved  to  accept  the  minutes  of  the  previous 
|i  meeting  as  printed  and  distributed.  The  motion  was  sec- 
I!  onded  and  carried. 

i:  COMMISSION/COMMITTEE  REPORTS 

: 1.  REPORT  OF  THE  COMMISSION  ON  INTERNAL  AF- 
FAIRS, COMMUNICATIONS  AND  LIAISON  — 

MINUTES 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 

1:15  p.m.  Town  House  Motel 

Thursday  Conference  Center 

April  23,  1987  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  1:15  p.m.  by  Clark  Lik- 
ness, M.D. , Chairman.  Present  for  roll  call  were  Drs.  Likness, 
Richard  Holm,  Milton  Mutch  and  Robert  VanDemark,  Sr.  Also 
attending  the  meeting  were  Lorin  Pankratz  and  Susan  Jahraus. 

Dr.  VanDemark  moved  to  accept  the  minutes  of  the  pre- 
vious meeting  as  distributed.  Tbe  motion  was  seconded  and 
carried. 

BUSINESS 

1.  MEETING  WITH  REPRESENTATIVES  OF  THE  SOUTH 
DAKOTA  PHARMACEUTICAL  ASSOCIATION  — Al- 
len A.  Pfeifle,  Larry  Kueter,  Douglas  Smith  and  Mary  Ku- 
per,  representing  the  S.D.  Pharmaceutical  Association,  ap- 
peared before  the  Commission. 

a.  PHYSICIANS  DISPENSING  FOR  PROFIT  — They  ex- 
pressed their  concern  with  physicians  purchasing  pre-pack- 
aged drugs  from  out-of-state  suppliers  and  selling  them  to 
patients.  Current  S.D.  law  provides  that  nothing  shall  pro- 
hibit a physician  from  dispensing  drugs  and  a physician  can 
dispense  drugs  without  a pharmacy  license.  V^ile  they  felt 
that  in  some  circumstances,  especially  in  small  towns  with- 
out pharmacists,  that  it  is  necessary  and  advantageous  for 
physicians  to  dispense  drugs  to  their  patients,  they  would 
like  physicians  who  dispense  to  be  under  the  same  or  similar 
regulations  as  pharmacists.  The  AMA,  in  a joint  news  re- 
lease, discouraged  physicians  from  dispensing  drugs  but  did 
leave  it  up  to  the  individual  physician.  After  later  discussion. 
Dr.  Holm  moved  that  this  Commission  recommend  to 


the  Council  that  the  Medical  Association  endorse  the 
AMA’s  stand  of  discouraging  physician  dispensing  of 
drugs.  The  motion  was  seconded  and  carried. 

b.  PRN  REFILLS/TIME  LIMITATIONS  — They  ex- 
pressed concern  over  physicians  usage  of  PRN  on  prescrip- 
tion forms  and  requested  that  a certain  length  of  time  for 
PRNs  be  established  to  define  “standard  of  care.”  Dr. 
Mutch  moved  that  this  Commission  recommend  to  the 
Council  that  the  State  Medical  Association  discourage 
the  policy  of  writing  PRN  prescriptions  and  encourage 
the  use  of  indicating  a one  year  limitation  or  a specific 
period  of  time.  The  motion  was  seconded  and  carried. 

c.  DUAL  LINE  PHYSICIAN  BLANKS  — They  also  in- 
dicated they  had  been  approached  about  changing  the  dual 
line  prescription  blanks.  Inasmuch  as  the  interested  party 
no  longer  intends  to  pursue  it,  there  was  no  acdon  taken. 

d.  CHEMICALLY  DEPENDENT  PROGRAM  — They  are 
establishing  a program  to  aid  the  chemically  dependent  phar- 
macists and  expressed  an  interest  in  sharing  of  knowledge 
with  the  related  Medical  Association  program. 

2.  REPORT  ON  VIDEOTAPE  — Mr.  Pankratz  indicated  that 
five  videotapes  entitled  ‘ ‘Preserving  Tradition  — Embracing 
Change”  have  been  purchased  and  were  being  distributed 
when  requested.  It  was  thought  that  the  membership  and 
specifically  the  district  medicad  societies  should  be  reminded 
that  this  tape  is  available. 

3 . REPORT  ON  DOCTOR  OF  THE  DAY  PROGRAM  — Mr. 
Pankratz  reviewed  his  handout  relating  to  medical  contacts 
made  during  the  session.  He  indicated  that  this  program 
continues  to  receive  positive  response  from  the  legislators. 

4.  PUBLIC  RELATIONS  DISPLAY  AT  SDSMA  ANNUAL 
MEETING  — It  was  decided  that  this  Commission  would 
have  a display  table  during  the  Annual  meeting.  The  Com- 
mission plans  on  having  various  brochures  available  in  ad- 
dition to  showing  the  videotape  “Preserving  Tradition  — 
Embracing  Change”  along  with  an  addition^  videotape  to 
be  obtained  from  the  AMA.  Commission  members  will  be 
assigned  to  work  the  display  table  during  peak  hours  of  the 
convention  to  visit  with  interested  members  of  the  Asso- 
ciation about  the  work  and  goals  of  this  commission. 

5.  nVE  YEAR  PUBLIC  RELATIONS/PHYSICIAN  IMAGE 
PROGRAM  — Dr.  Likness  reviewed  the  background  of  the 
public  relations  program  and  various  programs  available 
through  the  AMA.  Various  aspects  of  the  PR  program  were 
discussed  and  physicians,  their  office  staff  and  the  public 
were  areas  to  be  specifically  targeted.  Such  things  as 
“Speakers  Bureau”  training  for  physicians,  improving 
communications  with  patients  for  physicians  and  their  staff 
and  keeping  the  SDSMA  membership  informed  of  the  com- 
mission’s plans  were  goals  to  be  considered. 

Mr.  Pankratz  will  be  meeting  with  representatives  of  the 
AMA  in  June  to  get  assistance  in  setting  up  a public  relations 
program.  It  was  hoped  that  someone  from  tMs  commission 
and  someone  from  the  Council  could  also  be  present  at  that 
meeting.  The  result  of  this  meeting  will  be  a definitive 
program  to  be  presented  to  the  Council  at  its  fall  meeting, 
specifically  requesting  that  part  or  all  of  the  scientific  session 
of  the  1988  annual  meeting  be  devoted  to  the  subject  of 
improving  communications. 

6.  MUTUAL  OF  OMAHA  DISABILITY  INCOME  PLAN  — 
A Mutual  of  Omaha  disability  income  plan  was  reviewed 
by  the  Commission  members.  This  was  accepted  for  infor- 
mation purposes  only. 

There  being  no  further  business,  the  meeting  adjourned  at 

4:45  p.m. 

a.  PHYSICIANS  DISPENSING  FOR  PROFIT  — Dr.  Lik- 
ness reviewed  in  further  detail  the  Commission’s  discussion 
with  the  Pharmaceutical  Association  on  the  subject  of  phy- 
sicians dispensing  drugs  for  profit.  He  indicated  the  com- 
mission (1)  wishes  to  maintain  the  traditional  role  of  phy- 
sician prescribing/pharmacist  dispensing  (2)  feels  that 
physicians  who  dispense  should  be  under  the  same  regu- 
lations as  other  professionals  who  dispense,  and  (3)  any 
legislation  which  would  infringe  on  this  right  should  be 
opposed.  Dr.  Thompson  also  indicated  that  the  Pharmaceu- 
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tical  Association  appeared  before  the  Board  of  Medical  Ex- 
aminers at  their  recent  meeting  and  the  Board  provided 
informatioin  to  them  to  the  effect  that  physicians  who  dis- 
pense drugs  are  under  the  same  rules  and  regulations  as 
pharmacists.  To  further  clarify  the  Medical  Association’s 
position  on  physician  dispensing  of  drugs,  Dr.  Eckrich 
moved  that  w^e  the  Association  believes  that  licensed 
physicians  have  the  right  to  diagnose,  prescribe  for  and 
dispense  therapy,  whatever  and  wherever  it  is  deemed 
appropriate,  and  while  the  Medical  Association  believes 
that  no  regulation  or  law  should  infringe  upon  that  phy- 
sicians right,  the  Association  does  believe  that  physicians 
dispensing  therapies  should  be  held  responsible  to  the 
same  high  standards  as  other  professionals  so  privileged 
to  dispense.  The  motion  was  seconded  and  carried. 

In  addition,  Dr.  Messner  moved  that  the  Executive 
OfHce  send  a statement  of  the  Association’s  position  on 
physician  dispensing  of  drugs  to  the  appropriate  legis- 
lators. The  motion  was  seconded  and  carried, 
b.  PRN  REFILLS/TIME  LIMITATIONS  — Dr.  Lang 
moved  to  accept  the  recommendation  of  the  Commission 
to  discourage  the  policy  of  writing  PRN  prescriptions 
and  encourage  the  use  of  indicating  a one  year  limitation 
or  a specific  period  of  time.  The  motion  was  seconded 
and  carried. 

Dr.  Lushbough  moved  to  accept  the  report  of  the  Com- 
mission on  Internal  Affairs,  Communications  and  Liaison 
as  amended.  The  motion  was  seconded  and  carried. 

2.  REPORT  OF  JOINT  TASK  FORCE  ON  DESIGNATED 
BLOOD  DONATIONS 

MINUTES 

SDHA/SDSMA  JOINT  TASK  FORCE  MEETING 

1:00  p.m.  SDHA  Executive  Offices 

Wednesday,  May  6,  1987  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  with  all  Task  Force  members 
present  to  include:  Keith  Anderson,  M.D.,  Curt  Buchholz, 
M.D. , A1  Eilers,  Phil  Hoffsten,  M.D. , Bonnie  Holiday,  Dennis 
Muser  and  John  Porter.  Staff  members  present  were;  Bud  Jones, 
SDHA  and  Lorin  Pankratz,  SDSMA. 

The  meeting  started  with  a review  of  SB  62:  An  act  to  allow 
blood  recipients  to  specify  donors,  and  SD  67:  An  act  to  revise 
certain  statutes  pertaining  to  the  sale  of  blood,  both  of  which 
passed  in  the  1987  Legislative  Session  and  become  effective 
July  1,  1987.  The  purpose  of  the  review  was  to  explain  how 
this  particular  legislation  came  to  be  introduced  and  subse- 
quently passed. 

There  has  been  general  discussion  of  how  the  directed  do- 
nation law  would  affect  hospitals  and  blood  banking  services. 
Part  of  the  discussion  centered  around  information  provided  by 
United  Blood  Service  of  Rapid  City  and  the  Sioux  Falls  Com- 
munity Blood  Bank,  both  of  which  have  already  established 
guidelines  for  accepting  directed  donations. 

There  was  discussion  about  how  the  law  might  adversely 
affect  smaller  hospitals  that  do  not  routinely  draw  blood  or  are 
not  accredited  to  do  certain  blood  drawing  procedures.  There 
was  also  discussion  about  the  role  of  the  physician  in  discussing 
various  transfusion  options  with  patients. 

Following  discussion.  Task  Force  members  determined  it 
would  be  appropriate  to  send  a letter  to  hospital  administrators 
including  hospital  laboratory  supervisors  and  another  letter  to 
M.D.’s  and  D.O.’s.  The  letter  to  the  hospitals  would  advise 
them  to  contact  their  blood  service  to  determine  what  their 
specific  needs  might  be  as  well  as  to  inform  the  hospitals  of 
certain  concerns  that  should  be  addressed  in  establishing  di- 
rected donation  guidelines. 

The  letter  to  the  physicians  would  be  to  inform  them  of  the 
various  considerations  to  be  made  when  someone  contemplates 
a directed  donation. 

These  letters  will  be  sent  to  committee  members  in  draft 
form  for  review.  Following  committee  approval,  the  letters  will 
be  sent  out  no  later  than  June  15,  1987. 

There  being  no  further  business,  the  meeting  adjourned  at 
approximately  4:00  p.m. 


— Mr.  Pankratz  indicated  that  this  task  force  will  be  pro- 
viding information  to  the  physician  members  reviewing  the  i 
law  change  effective  July  1,  1987,  regarding  designated  blood  ' 
donations  and  also  informing  them  of  the  various  consid- 
erations to  be  made  when  they  are  approached  by  someone 
contemplating  a directed  donation.  Dr.  Thompson  moved  i 
to  accept  the  report  of  the  Joint  Task  Force  on  Designated : 
Blood  Donations.  The  motion  was  seconded  and  carried. 

3.  UPDATE  ON  JOINT  TASK  FORCE  ON  MANAGED 
CARE  — Mr.  Pankratz  indicated  that  a preauthorization 
evaluation  checklist  has  been  mailed  to  select  hospitals  and 
physician  offices.  During  a one  week  period  of  time  these  ■ 
offices  as  they  handle  preauthorizations  have  been  asked  to 
complete  and  return  this  form.  These  responses  will  be 
evaluated  and  provided  to  the  Insurance  Commissioner’s 
office  to  see  what  rule  or  regulation  changes  may  be  nec- 
essary or  if  legislation  will  be  needed.  This  task  force  will 
then  report  back  to  the  Council  at  their  fall  meeting.  Dr. 
Lushbough  moved  to  accept  the  report  of  the  Joint  Task 
Force  on  Managed  Care.  The  motion  was  seconded  and 
carried. 

BUSINESS 

1 . HEDGED  SECURITIES  — Channing  Lushbough  of  Hedged 
Securities  appeared  before  the  Council.  He  provided  infor- 
mation on  investments  the  Association  has  made  through 
Hedged  Securities  and  reviewed  the  concepts  and  strategies 
of  Hedged  Securities.  The  membership  soon  will  be  offered 
the  opportunity  to  invest  personal  funds  in  Hedged  Securities 
through  the  Medical  Association. 

2.  DISCUSSION  ON  PHARMACEUTICAL  DISPENSING 
BY  PHYSICIANS  — Dr.  Michael  Haley  appeared  before 
the  Council  with  a slide  presentation  entitled  “Trends  in 
Healthcare’’  and  offered  the  Medical  Association  the  op- 
portunity to  be  part  of  a joint  venture  with  Physician  Dis- 
pensing Services,  Inc.  to  share  in  the  outpatient  market. 
The  Council  took  no  action  on  this  propose. 

3.  APPOINTMENT  TO  ENDOWMENT  ASSOCIATION 
BOARD  OF  DIRECTORS  — Dr.  Hubner  moved  to  ap- 
point Howard  Saylor,  Jr.,  M.D.,  to  a one  year  term  on 
the  Endowment  Association  Board  of  Directors.  The  mo- 
tion was  seconded  and  carried. 

4.  REPORT  ON  CONTINUING  MEDICAL  EDUCATION 
RANDOM  AUDIT  — The  Bylaws  require  the  Executive 
Office  to  conduct  a 5%  random  audit  of  the  active  mem- 
bership tri-annually  to  determine  compliance  with  the  re- 
quirement that  they  complete  45  hours  of  Category  I over 
each  three  year  period  beginning  January  1,  1981,  and  the 
results  of  this  recent  survey  were  provided  for  information 
purposes  only. 

5.  VACANCIES  ON  RESIDENCY  REVIEW  COMMITTEE 
FOR  FAMILY  PRACTICE  — Dr.  Buchanan  moved  that 
the  Council  nominate  Bruce  Lushbough,  M.D.,  for  ! 
membership  on  the  AMA  Residency  Review  Conunittee 
for  Family  Practice.  The  motion  was  seconded  and  car- 
ried. 

6.  LETTER  FROM  BLUE  CROSS  OF  WESTERN  IOWA  — 
Information  was  provided  which  indicates  that  Blue  Cross 
of  Western  Iowa  (Medicare  Carrier)  is  encouraging  patients 
when  complications  arise  to  seek  recovery  from  other  sources. 

Dr.  Messner  moved  that  the  Executive  Office  correspond 
with  its  congressmen  expressing  its  concern  and  re- 
questing that  they  look  into  this  matter  further.  The 
motion  was  seconded  and  carried. 

Dr.  Ferrell  moved  that  the  Executive  Office  provide 
this  information  to  the  membership  and  encourage  each 
of  them  to  contact  their  legislators  to  express  their  con- 
cerns. The  motion  was  seconded  and  carried. 

Dr.  Krafka  moved  that  this  matter  be  taken  to  the 
AMA  through  the  North  Central  Medical  Conference 
for  further  action.  The  motion  was  seconded  and  car- 
ried. 

7.  MANDATORY  ASSIGNMENT  UNDER  MEDICARE  — 
Mr.  Johnson  provided  information  from  the  AMA  on  Med- 
icare legislation  being  introduced  to  mandate  assignment  of 
Medicare  claims  by  physicians.  The  Huron  pilot  program 
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was  discussed.  Dr.  Messner  moved  that  the  Council  sub- 
mit a resolution  to  the  House  of  Delegates  proposing  that 
the  SDSMA  establish  a basis  for  a statewide  program 
similar  to  the  Huron  pilot  program.  The  motion  was 
I seconded  and  carried. 

I 1 8.  REQUEST  FOR  ENDORSEMENT  OF  INCREASED 
! FUNDING  FOR  MEDICAL  RESEARCH  — A request  has 
1 been  received  for  the  Association’s  endorsement  of  in- 
i ! creased  funding  for  biomedical  research  by  the  Natioinal 
Institute  on  Health.  Dr.  Messner  moved  to  table  this  re- 
quest. The  motion  was  seconded  and  carried. 

; 9.  REQUEST  FROM  EASTERN  DAKOTA  AIDS  NET- 
WORK THAT  SDSMA  SURVEY  PHYSICIAN  MEM- 
BERS — Mrs.  Anderson  reported  that  this  network  is  trying 
to  educate  its  members  and  provide  correct  information  and 
5 support  for  AIDS  victims  and  their  families.  They  have 
requested  the  Association  survey  its  membership  to  find  out 
! which  physicians  can  and  will  treat  AIDS  patients  as  well 

Ij  as  gays/lesbians.  Dr.  Krafka  moved  that  the  Executive 

' Office  notify  the  AIDS  network  that  physicians  always 

have  and  will  continue  to  treat  the  sick  but  that  indi- 
vidual decisions  on  the  part  of  the  physicians  will  con- 
tinue to  be  made  and  suggest  that  their  individual  mem- 
bers should  contact  their  own  physician  and  handle  this 
on  a one  to  one  basis.  The  motion  was  seconded  and 
I carried. 

There  being  no  further  business,  the  meeting  adjourned  at 
11:55  a.m. 

SECOND  COUNCIL  MEETING  MINUTES 

I Sunday  Dakota  Room  C 

: June  7,  1987  Howard  Johnson 

I 10:50  a.m.  Sioux  Falls,  South  Dakota 

! The  meeting  was  called  to  order  by  Michael  Pekas,  M.D., 
li  Chairman  of  the  Council,  at  10:50  a.m.  Those  present  were 
I Drs.  Robert  Ferrell,  Frank  Messner,  Michael  Pekas,  M.  George 
I Thompson,  J.  A.  Eckrich,  Bruce  Lushbough,  Durward  Lang, 


David  Seaman,  Curt  Wait,  R.  C.  Jahraus,  David  Buchanan, 
Anthony  Silvagni,  Guy  Tam,  James  Reynolds,  Jeffrey  Hagen, 
Lowell  Hyland,  Rod  Parry,  Dennis  Johnson,  Richard  Porter, 
Tom  Krafka,  N.  R.  Whitney,  John  Barlow,  Richard  Renka, 
Lou  Hogrefe,  Joseph  Kass,  and  Robert  Razkowski.  Also  pres- 
ent was  Mr.  Tom  Bruns,  alternate  student  councilor.  SDSMA 
staff  present  were  Bob  Johnson,  Jan  Anderson,  Lorin  Pankratz 
and  Susan  Jahraus. 

Dr.  Gere  moved  to  dispense  with  the  reading  of  the  min- 
utes of  the  previous  meeting  inasmuch  as  they  will  be  pub- 
lished. The  motion  was  seconded  and  carried. 

BUSINESS 

1.  SEATING  OF  NEW  COUNCILORS  — Dr.  Pekas  intro- 
duced and  welcomed  the  new  Councilors  that  were  elected 
at  the  Second  House  of  Delegates  meeting. 

2.  ELECTION  OF  COUNCIL  CHAIRMAN  — Dr.  Lang  nom- 
inated Dr.  Richard  Porter  to  serve  as  Council  chairman.  Dr. 
Reynolds  moved  that  nominations  cease  and  that  a unan- 
imous ballot  be  cast  for  Dr.  Porter.  The  motion  was 
seconded  and  carried. 

3.  YOUNG  PHYSICIAN  SECTION  — Dr.  Hogrefe  reported 
on  the  first  informal  meeting  of  the  Young  Physician  Sec- 
tion. He  indicated  that  this  group  will  remain  as  a caucus 
and  its  membership  will  include:  a)  physicians  age  40  and 
under;  b)  physicians  who  are  less  than  five  years  out  of  a 
postgraduate  training  program;  and  c)  residents.  Purrsuant 
to  the  request  of  the  Young  Physician  Section,  Dr.  Hogrefe 
moved  that  the  Council  refer  the  matter  of  living  will 
legislation  to  the  Commission  on  Legislation  for  further 
review.  The  motion  was  seconded  and  carried. 

4.  Dr.  Lushbough  moved  that  the  Council  commend  Dr. 
Pekas  on  his  outstanding  job  as  Council  chairman  during 
the  past  two  years.  The  motion  was  seconded  and  car- 
ried. 

There  being  no  further  business,  the  meeting  adjourned  at 
11:00  a.m. 


A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  have  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 

MSgt  Edward  Dean  Fender 
at  (605)  334-3322 


MINUTES  OF  THE 

FIRST  HOUSE  OF  DELEGATES  MEETING 

June  5,  1987  Dakota  Rooms  A & B 

8:00  a.m.  Howard  Johnsons 

Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  J.  A.  Eckrich,  Jr. , M.D. , 
Speaker  of  the  House.  Those  present  for  roll  call  were  Drs. 
W.  O.  Rossing,  Robert  Ferrell,  Frank  Messner,  M.  George 
Thompson,  J.  A.  Eckrich,  Jr.,  Bruce  Lushbough,  Durward 
Lang,  Richard  Gere,  David  Seaman,  Curtis  Wait,  R.  Curtis 
Jahraus,  David  Buchanan,  Charles  Monson,  Michael  Pekas, 
Lowell  Hyland,  Guy  Tam,  James  Reynolds,  K.  Gene  Koob, 
Richard  Porter,  Jay  Hubner,  Thomas  Krafka,  Nathaniel  Whit- 
ney, Louis  Hogrefe,  Alfred  Shousha,  Robert  Suurmeyer,  Ken 
Bartholomew,  James  Hovland,  Marlin  Lamb,  M.  C.  Thomp- 
son, Tad  Jacobs,  Richard  Holm,  Thomas  Huber,  Mark  Werpy, 
Stephan  Schroeder,  Theodore  Holm,  Ray  Birkenkamp,  Charles 
Flohr,  T.  H.  Bhatti,  Loren  Tschetter,  Rodney  Parry,  Jerome 
Freeman,  C.  Roger  Stoltz,  H.  Bruce  Vogt,  Jerry  Simmons, 
Dennis  Johnson,  Denny  Ortmeier,  John  Gregg,  David  Bean, 
Morris  Radack,  T.  H.  Sattler,  Melford  Lyso,  J.  Geoffrey 
Slingsby,  Richard  Renka,  James  Rud,  Carol  Zielike,  John  Bar- 
low,  Allen  Nord,  Tony  Berg,  John  Ottenbacher,  Joseph  Kass, 
Alton  Shives  and  student,  Dan  Wunder.  A quorum  was  de- 
clared present. 

Dr.  Ortmeier  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  have  been 
published.  The  motion  was  seconded  and  carried. 

Dr.  Rossing,  president,  introduced  Mrs.  Annette  Shousha, 
State  Auxiliary  president.  Mrs.  Shousha  introduced  Mrs.  Ilia 
Thompson,  AM  A- ERF  chairperson,  who  presented  two  checks 
to  Dr.  Robert  Talley,  Dean  of  the  Medical  School,  representing 
contributions  to  AMA-ERF  from  South  Dakota  physicians  and 
spouses. 

Dr.  Rossing  then  presented  the  Past  President’s  Award  to 
Dr.  Richard  Gere,  the  Community  Service  Award  to  Dr.  Mel- 
ford Lyso  of  Yankton,  and  the  Distinguished  Service  Award 
to  Dr.  Bruce  Lushbough  of  Brookings.  Two  fifty  year  awards 
were  presented  to  Dr.  Gordon  Owen  of  Rapid  City  and  Dr. 
Lawrence  Massa  of  Sturgis. 

Dr.  Eckrich  announced  the  appointments  to  the  Nominating 
Committee  as  follows: 

District  #1  — Jerome  Eckrich,  Jr.,  M.D. 

District  #2  — James  Larson,  M.D. 

District  #3  — Curtis  Wait,  M.D. 

District  #4  — Tom  Huber,  M.D. 

District  #5  — David  Buchanan,  M.D. 

District  #6  — Charles  Monson,  M.D. 

District  #7  — Guy  Tam,  M.D.,  Chairman 
District  #8  — Richard  Porter,  M.D. 

District  #9  — Thomas  Krafka,  M.D. 

District  #10  — Tony  Berg,  M.D. 

District  #11  — John  Ottenbacher,  M.D. 

District  #12  — Joseph  Kass,  M.D. 

Appointments  to  the  various  reference  committees  were  an- 
nounced as  follows: 

Reference  Committee  on  Credentials,  Resolutions  and  Me- 
morials, and  Reports  of  Officers  and  Councilors: 

Dennis  Johnson,  M.D.,  Chairman 
Marlin  Lamb,  M.D. 

Tad  Jacobs,  D.O. 

Reference  Committee  on  Reports  of  Commissions  on  Med- 
ical Service,  Legislation  and  Governmental  Relations: 

R.  Curtis  Jahraus,  M.D.,  Chairman 
Dale  Gunderson,  M.D. 

Craig  Hansen,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on  Sci- 
entific Medicine;  Internal  Affairs,  Communications  and  Liai- 
son; and  Professional  Liability: 

James  Reynolds,  M.D.,  Chairman 
Ken  Bartholomew,  M.D. 

Stephan  Schroeder,  M.D. 

Reference  Committee  on  Reports  of  Special  Committees  and 
Miscellaneous  Business: 


Louis  Hogrefe,  M.D.,  Chairman 

J.  Geoffrey  Slingsby,  M.D. 

Lowell  Hyland,  M.D. 

Dr.  Holm  moved  that  the  reports  of  the  officers  and 
councilors  not  be  read  and  be  referred  to  the  appropriate 
reference  committee.  The  motion  was  seconded  and  carried. 

Dr.  Eckrich  called  for  introduction  of  resolutions  from  the 
district  societies  which  have  not  been  published  in  the  hand- 
book. Dr.  Stoltz  introduced  Resolutions  #1  from  the  Seventh 
District  Medical  Society.  The  resolution  was  referred  to  Ref- 
erence Committee  #2,  Reference  Committee  on  Reports  of 
Commissions  on  Medical  Service,  Legislation  and  Govern- 
mental Relations. 


RESOLUTION  #1 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Seventh  District  Medical  Society 

SUBJECT:  Mandatory  Seat  Belt  Legislation 

BE  IT  RESOLVED,  that  the  Seventh  District  Medical  Society 
recommends  to  the  State  Medical  Society  that  the 
State  Medical  Society  support  a measure  in  the 
legislature  for  mandatory  seat  belt  legislation  in 
South  Dakota. 

Resolution  was  adopted  at  Second  House  of  Delegates  meeting. 

Dr.  Eckrich  called  for  the  introduction  of  resolutions  from 
the  council  which  have  not  been  published  in  the  handbook. 
Dr.  Pekas  introduced  Resolution  #2  from  the  Council.  This 
was  referred  to  Reference  Committee  #4,  Reference  Com- 
mittee on  Reports  of  Special  Committees  and  Miscellaneous 
Business. 


RESOLUTION  #2 


TO: 

FROM: 

SUBJECT: 

WHEREAS, 


WHEREAS, 


WHEREAS, 


House  of  Delegates 

South  Dakota  State  Medical  Association 
Council 

South  Dakota  State  Medical  Association 
Physician  Advocacy  for  our  Senior  Patients 

the  physician  members  of  the  South  Dakota  State 
Medical  Association  have  noted  with  increasing 
alarm  the  fact  that  the  federal  government’s  un- 
willingness to  live  up  to  their  commitment  to  the 
elderly  of  our  country  and  our  state  by  further 
reducing  their  Medicare  benefits,  and 
our  concern  for  our  senior  patients  caused  the 
Huron  physician  members  to  embark  on  a pilot 
program  working  in  conjunction  with  the  senior 
citizens  of  the  Huron  area  to  assure  high  quality 
medical  services  to  senior  citizens  at  an  affordable 
level  by  voluntarily  agreeing  to  accept  assignment 
on  services  provided  to  those  who  were  identified 
as  needing  assistance  by  their  senior  citizen  peer 
group,  and 

the  Huron  pilot  program  has  proven  to  be  of  ben- 
efit to  the  senior  citizens  of  that  area. 


THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  embark  on  a program  in  con- 
junction with  the  appropriate  senior  citizens  group 
to  expand  on  a statewide  level  a similar  program 
for  our  senior  citizen  patients. 


Resolution  was  adopted  at  Second  House  of  Delegates  meeting. 

Dr.  Eckrich  called  for  the  introduction  of  resolutions  from 
individual  physicians  which  have  not -been  published  in  the 
handbook.  There  were  none  introduced.  Dr.  Eckrich  then  re- 
ferred the  remaining  reports  to  the  appropriate  reference  com- 
mittees for  review  and  recommendation. 

Announcements  were  made  concerning  the  annual  meeting 
schedule.  There  being  no  further  business  the  meeting  ad- 
journed at  8:30  a.m. 
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MINUTES  OF  THE 

SECOND  HOUSE  OF  DELEGATES  MEETING 


I 9:30  a.m.  Dakota  Rooms  A & B 

I Sunday  Howard  Johnson 

; June  7,  1987  Sioux  Falls,  SD 

The  meeting  was  called  to  order  by  J.  A.  Eckrich,  Jr. , M.D. , 
Speaker  of  the  House.  Those  present  for  roll  call  were  Drs. 
W.  O.  Rossing,  Robert  Ferrell,  Frank  Messner,  M.  George 
Thompson,  J.  A.  Eckrich,  Jr.,  Bruce  Lushbough,  Durward 
Lang,  Richard  Gere,  David  Seaman,  Curtis  Wait,  R.  Curtis 
Jahraus,  David  Buchanan,  Anthony  Silvagni,  Michael  Pekas, 
Lowell  Hyland,  Guy  Tam,  James  Reynolds,  Richard  Porter, 
; Tom  Krafka,  N.  R.  Whitney,  John  Barlow,  Louis  Hogrefe, 
! Alfred  Shousha,  Robert  Suurmeyer,  Ken  Bartholomew,  James 
; Hovland,  Marlin  Lamb,  M.  C.  Thompson,  Richard  Holm, 
Thomas  Huber,  Stephan  Schroeder,  Jerome  Howe,  Bruce  Ko- 
' courek,  Charles  Flohr,  Rodney  Parry,  C.  Roger  Stoltz,  H.  Bruce 
Vogt,  David  Hoversten,  Jerry  Simmons,  Robert  VanDemark, 
Jr.,  Dennis  Johnson,  Daniel  Kennelly,  John  B.  Gregg,  David 
Bean,  Morris  Radack,  J.  Geoffrey  Slingsby,  Richard  Renka, 
James  Rud,  Carol  Zielike,  John  Barlow,  Allen  Nord,  Craig 
Hansen,  John  Ottenbacher,  Joseph  Kass,  Aaron  Shives  and  Mr. 
Tom  Bruns. 

A quorum  was  present  the  the  meeting  was  declared  com- 
petent to  proceed. 

Dr.  Wait  moved  to  dispense  with  the  reading  of  the  min- 
i utes  of  the  previous  meeting  inasmuch  as  they  will  be  pub- 
lished and  distributed.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Guy  Tam  read  the  report  of  the  Nominating  Committee. 

REPORT  OF  THE  NOMINATING  COMMITTEE 


The  Nominating  Committee  submits  the  following  recom- 
mendations for  the  consideration  of  the  House  of  Delegates; 


OFHCERS 


President-Elect 
Vice  President 
Speaker  of  the  House 
COUNCILORS  — 3 year  terms 
Aberdeen  District  #1 
Brookings-Madison  District  #3 
Huron  District  #5 
Mitchell  District  #6 
Sioux  Falls  District  #7 

Black  Hills  District  #9 
COUNCILORS  — 1 year  term 
Whetstone  Valley  District  #12 
ALTERNATE  COUNCILORS  — 
I Aberdeen  District  #1 
I Brookings-Madison  District  #3 
Huron  District  #5 
' Mitchell  District  #6 
Sioux  Falls  District  #7 


Frank  Messner, 

M.D. 

Michael  Pekas, 

M.D. 

Jerome  Eckrich,  Jr., 

M.D. 

Warren  Redmond, 

M.D. 

Curt  Wait, 

M.D. 

David  Buchanan, 

M.D. 

Charles  Monson, 

M.D. 

Jeffiey  Hagen, 

M.D. 

Lowell  Hyland, 

M.D. 

Ed  James, 

M.D. 

Joseph  Kass, 

M.D. 

3 year  terms 

David  Seaman, 

M.D. 

C.  S.  Roberts, 

M.D. 

G.  Robert  Bell, 

M.D. 

Bruce  Kocourek, 

D.O. 

Dennis  Johnson, 

M.D. 

D.  G.  Ortmeier, 

M.D. 

ANNUAL  MEETING  SITE 

1988  — Rapid  City,  SD,  June  2,  3,  4,  5,  1988 

1989  — Sioux  Falls,  SD,  June  8,  9,  10,  11,  1989 

1990  — Rapid  City,  SD,  May  31,  June  1,  2,  3,  1990 

Respectfully  submitted. 


NOMINATING  COMMITTEE 


Guy  Tam,  M.D.,  Chairman 
J.  A.  Eckrich,  Jr.,  M.D. 

Curt  Wait,  M.D. 

Tom  Huber,  M.D. 

David  Buchanan,  M.D. 

Charles  Monson,  M.D. 

Richard  Porter,  M.D. 

Thomas  Krafka,  M.D. 

Tony  Berg,  M.D. 

John  Ottenbacher,  M.D. 

Dr.  Eckrich  called  for  nominations  from  the  floor.  Dr.  Lang 
moved  to  elect  the  officers,  councilors  and  alternate  coun- 
cilors as  submitted  and  to  accept  the  report  of  the  Nomi- 


nating Committee.  The  motion  was  seconded  and  carried. 

Dr.  Eckrich  introduced  Dr.  John  Coury,  President  of  the 
American  Medical  Association.  Dr.  Coury  brought  greetings 
from  the  AMA  and  thanked  the  House  and  individual  members 
for  their  active  participation  in  the  AMA.  He  urged  our  support 
for  mandatory  seat  belt  legislation.  Dr.  Coury  reviewed  what 
the  AMA  is  currently  doing  with  regard  to  peer  review,  profes- 
sional liability,  mandatory  assignments  and  a relative  value. 
He  reviewed  the  seriousness  of  the  AIDS  epidemic  and  how 
quickly  the  disease  will  grow  in  the  very  near  future.  He  also 
encouraged  physicians  to  become  actively  involved  in  their 
community  including  schools,  service  organizations  and  poli- 
tics. He  urged  the  physician  to  take  time  with  his  patients  to 
regain  their  respect  and  indicated  that  if  you  don’t  believe  in 
politics,  you  don’t  believe  in  democracy.  This  was  followed 
by  a brief  question  and  answer  period. 

Dr.  Dennis  Johnson  read  the  report  of  the  Reference  Com- 
mittee on  Credentials,  Resolutions  and  Memorials  and  Reports 
of  Officers  and  Councilors. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 
AND  REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternate  delegates,  officers  and 
councilors  of  the  South  Dakota  State  Medical  Association  were 
present:  Drs.  William  O.  Rossing,  Robert  Ferrell,  Frank  Mes- 
sner, M.  George  Thompson,  J.  A.  Eckrich,  Jr.,  Bruce  Lush- 
bough, Durward  Lang,  Richard  Gere,  David  Seaman,  Curtis 
Wait,  R.  Curtis  Jahraus,  David  Buchanan,  Charles  Monson, 
Michael  Pekas,  Lowell  Hyland,  Guy  Tam,  James  Reynolds, 
N.  R.  Whitney,  K.  Gene  Koob,  Richard  Porter,  Jay  Hubner, 
Thomas  Krafka,  Louis  Hogrefe,  Alfred  Shousha,  Robert  Suur- 
meyer, Ken  Bartholomew,  James  Hovland,  Marlin  Lamb,  M.  C. 
Thompson,  Tad  Jacobs,  Richard  Holm,  Thomas  Huber,  Mark 
Werpy,  Stephan  Schroeder,  Theodore  Hohm,  Charles  Flohr, 
Ray  Birkenkamp,  T.  H.  Bhatti,  Loren  Tschetter,  Rodney  Parry, 
Jerome  Freeman,  C.  Roger  Stoltz,  H.  Bruce  Vogt,  Jerry  Sim- 
mons, Dennis  Johnson,  Denny  Ortmeier,  John  B.  Gregg,  David 
Bean,  Morris  Radack,  T.  H.  Sattler,  Melford  Lyso,  J.  Geoffrey 
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Slingsby,  Richard  Renka,  James  Rud,  Carol  Zielike,  John  Bar- 
low,  Allen  Nord,  Tony  Berg,  John  Ottenbacher,  Joseph  Kass, 
Aaron  Shivers  and  Mr.  Dan  Wunder. 

A quorum  was  present  for  the  meeting  of  the  House  of 
Delegates.  Total  registration  for  the  convention  is  341,  includ- 
ing 174  physicians,  13  guests,  70  Auxiliary  members  and  84 
sponsors. 

The  Reference  Committee  reviewed  the  reports  of  the  officers 
and  councilors  and  recommends  they  be  accepted  as  submitted. 

The  committee  submits  the  following  resolution  for  the  con- 
sideration of  the  House  of  Delegates: 

WHEREAS,  the  Sioux  Falls  District  Medical  Society,  the  Sioux 
Falls  District  Auxiliary,  the  Brookings-Madison 
District  Auxiliary,  and  the  Huron  District  Aux- 
iliary members  have  been  so  thorough  in  making 
arrangements  for  the  success  of  the  combined 
meeting  of  our  Annual  Meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation give  its  voice  in  appreciation  and  thanks 
to  the  locd  physicians  in  the  Sioux  Falls  District 
Medical  Society  and  the  members  of  the  Sioux 
Falls  District  Auxiliary,  the  Brookings-Madison 
District  Auxiliary,  and  the  Huron  District  Aux- 
iliary. 

WHEREAS,  the  management  of  the  Howard  Johnson  Motor 
Lodge  has  been  so  cooperative  in  providing  fa- 
cilities for  the  success  of  the  Annud  Meeting  of 
the  South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to  the 
Howard  Johnson  Motor  Lodge. 

WHEREAS,  the  Argus  Leader,  KELO  TV  and  radio,  KSFY 
TV,  KDLO  TV  and  KSOO  radio  have  been  most 
cooperative  in  presenting  the  public  news  of  the 
annual  meeting  of  the  South  D^ota  State  Medical 
Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  to  the  Argus  Leader, 
KELO  TV  and  radio,  KSFY  TV,  KDLO  TV  and 
KSOO  radio. 

WHEREAS,  the  Minnehaha  Country  Club  has  been  most  co- 
operative in  providing  facilities  for  the  golf  tour- 
nament and  Thursday  evening  party  and  the  Aux- 
iliary luncheon  on  Saturday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to  the 
Minnehaha  Country  Club. 

WHEREAS,  the  Crooks  Gun  Club  has  been  most  cooperative 
in  providing  facilities  for  the  trap  shoot  on  Thurs- 
day afternoon, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  to  the  Crooks  Gun 
Club. 

BE  IT  RESOLVED,  that  $100  be  donated  to  the  South  Dakota 
Medical  School  Endowment  Association  in  mem- 
ory of  each  of  the  following  physicians  who  died 
during  the  past  year: 

V.  R.  Vonburg,  M.D. 

John  McGreevy,  M.D. 

W.  D.  Trumpe,  M.D. 

James  Alexander,  M.D. 

B.  T.  Lenz,  M.D. 

Thorwald  R.  Anderson,  M.D. 

The  Committee  wishes  to  extend  its  thanks  and  appreciation 
to  the  sponsors  and  their  representatives  for  their  support  of 
the  South  Dakota  State  Medical  Association’s  Annual  Meeting. 

The  Committee  would  also  like  to  recognize  the  superb  and 
outstanding  work  and  ability  of  our  Chief  Executive  Officer, 
Robert  Johnson,  and  his  entire  staff  during  this  past  year  in 
conducting  the  business  of  the  South  Dakota  State  Medical 
Association. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OF  OFHCERS 
AND  COUNCILORS 


Dennis  Johnson,  M.D.,  Chairman 
Marlin  Lamb,  M.D. 

Tad  Jacobs,  D.O. 

Dr.  Ferrell  moved  to  accept  the  report  of  the  Reference 
Committee  on  Credentials,  Resolutions  and  Memorials  and 
Reports  of  Officers  and  Councilors.  The  motion  was  sec- 
onded and  carried. 

Dr.  Curt  Jahraus  read  the  report  of  the  Reference  Committee 
on  Reports  of  Commissions  on  Medical  Service  and  Legislation 
and  Governmental  Relations. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

REPORTS  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE  AND  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL  RELATIOINS 

The  Reference  Committee  carefully  reviewed  the  report  of 
the  Commission  on  Legislation  and  Governmental  Relations. 
Further  clarification  of  certain  bills  was  provided.  The  Refer- 
ence Committee  recommends  the  acceptance  of  this  report. 

The  Reference  Committee  carefully  reviewed  the  report  of 
the  Commission  on  Medical  Service.  The  committee  unani- 
mously recommends  that  the  Commission  on  Medical  Service 
aggressively  pursue  the  investigation  of  pre-admission  require- 
ments from  the  standpoint  of  the  physician  being  the  patient’s 
true  advocate  and  that  such  requirements  if  they  must  exist  be 
individualized  and  flexible  in  order  to  apply  reasonably  to  the 
unique  practice  conditions  existing  in  South  Dakota.  Tlie  Ref- 
erence Committee  recommends  that  this  report  be  accepted  with 
the  above  recommendation.  , 

The  Reference  Committee  considered  the  following  Reso-  j 
lution  submitted  by  the  7th  District  Medical  Society  concerning 
mandatory  seat  belt  legislation: 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Seventh  District  Medical  Society 

SUBJECT:  Mandatory  Seat  Belt  Legislation 

BE  IT  RESOLVED,  that  the  Seventh  District  Medical  Society 
recommends  to  the  State  Medical  Society  that  the 
State  Medical  Society  support  a measure  in  the 
legislature  for  mandatory  seat  belt  legislation  in 
South  Dakota. 

The  Reference  Committee  recommends  the  adoption  of  Res- 
olution #1  as  submitted. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSION  ON  MEDICAL  SERVICE 
AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 
R.  C.  Jahraus,  M.D.,  Chairman 
Dale  Gunderson,  M.D. 

Craig  Hansen,  M.D. 

Dr.  Huber  moved  to  accept  the  report  of  the  Reference 
Committee  on  the  Reports  of  the  Commissions  on  Medical 
Service  and  Legislation  and  Governmental  Relations.  The 
motion  was  seconded  and  carried. 

Dr.  Reynolds  read  the  report  of  the  Reference  Committee 
on  Reports  of  the  Commission  on  Scientific  Medicine,  Internal 
Affairs,  Communications  and  Liaison,  and  Professional  Lia- 
bility. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSIONS  ON 
SCIENTIFIC  MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON, 

AND  PROFESSIONAL  LIABILITY 

The  Reference  Conunittee  reviewed  the  report  of  the  Com- 
mission on  Scientific  Medicine.  The  Committee  noted  the  re- 
port concerning  radiologic  technologists.  The  Reference  Com- 
mittee recommends  acceptance  of  this  portion  of  the  report. 
The  Reference  Committee  considered  the  recommendation  con- 
cerning the  resolution  from  the  New  Mexico  Medical  Society 
concerning  physical  examinations  of  women  on  an  annual  basis 
(including  pelvic  examinations  and  cervical  smears).  The  Ref- 
erence Committee  would  recommend  support  of  the  New  Mex- 
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Table  3 — Preventive  Services  for  the  Well  Population 


Services 

Age  groups 

Pre-school 

child* 

Schoolchild^ 

(6-11) 

Adolescent^ 

(12-17) 

Adult  entry^ 
(18-24) 

Young  adult 
years^ 
(25-39) 

Middle  adult 
years® 
(40-59) 

Older  adults’ 
(60-74) 

Old  age* 
(75  and 
over) 

History  and  Physical  Examination 

and  Referrals  When  Necessary 

Height  and  weight  

• 

• 

• 

• 

• 

• 

• 

Developmental  assessment 

• 

• 

• 

Blood  pressure  

• 

• 

• 

• 

• 

• 

Vision  

• 

• 

• 

**• 

• 

• 

Hearing 

• 

• 

• 

• 

• 

Speech  

• 

• 

Screening  for  Scoliosis  (girls, 

9-10  years,  or  at  first  visit) 

• 

• 

Skin  

• 

Breast  examination  in  women 

• 

• 

• 

• 

Rectal  examination  

• 

• 

• 

Mammography  (women 

over  age  50)  

• 

• 

• 

Electrocardiogram  (one  baseline 

value  at  age  40  or  45)  

• 

Laboratory  Examinations 

Serum  cholesterol  (once  during 

age  periods  specified) 

• 

• 

VDRL,  if  not  otherwise  re- 

quired  or  obtained  recently  

• 

Papanicolaou  smear  (women)  

• 

• 

• 

• 

Gonococcal  culture  (women)  

• 

Rubella  titre  (women)  

• 

Blood  glucose  

• 

• 

• 

Hematocrit  

• 

• 

• 

Urine  analysis  for  sugar 

and  protein  

• 

• 

Stool  guaiac 

*>• 

• 

• 

Immunizations 

Completion  of  immunization 

schedule  

• 

Tetanus  

• 

Diphtheria  

• 

Against  influenza,  when  and  as 

required  (especially  over  age  65)  . . 

• 

• 

Counseling  With  Referrals 

as  Necessary  and  Desired 

Nutrition 

• 

• 

• 

• 

• 

• 

• 

• 

Hygiene  

• 

• 

• 

• 

• 

• 

• 

• 

Accident  prevention 

• 

• 

• 

• 

• 

• 

• 

• 

Physical  activity  and  exercise 

• 

• 

• 

• 

• 

• 

• 

• 

Alcohol,  other  drug  use  

1O0 

• 

• 

• 

• 

• 

• 

• 

Cigarette  smoking  

• 

• 

• 

• 

• 

• 

• 

Family  relations,  social  problems. 

sexual  development  and 

adjustment  

• 

• 

• 

• 

• 

• 

• 

• 

Family  planning  (contraception 

if  appropriate) 

• 

• 

• 

• 

Sleep  

• 

• 

• 

• 

• 

Obesity  

• 

• 

• 

• 

• 

• 

• 

• 

Antec^ents  of  adult  diseases 

• 

• 

• 

Teaching  breast  and  skin 

self-examination 

• 

• 

• 

• 

Retirement  

• 

• 

Living  arrangements  

• 

• 

In  response  to  parental  or 

individual  concerns  

• 

• 

• 

• 

• 

• 

• 

• 

' Two  health  visits,  one  at  2-3  years  and  one  at  school  entry.  ’ Health  visit  at  age  60,  and  every  2 years  thereafter. 

^ Two  health  visits,  one  at  6-7  and  one  at  9-10  years  of  age.  * Annual  health  visits. 

^ Two  health  visits,  the  first  preferably  about  age  13.  **  To  be  performed  once  during  the  interim  between  examinations. 

* One  health  visit.  Counseling  about  effects  of  parental  use  on  children. 

I Three  health  yisits,  about  age  25,  30,  and  35. 

® Four  health  visits,  about  age  40,  45,  50,  and  55.  Apr.  13,  1978.  Washington,  D.C. 

Fig.  1 — Institute  of  Medicine  list  of  preventive  services  (source,  reference  3). 
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ico  resolution,  if  confirmed  by  1987  scientific  data,  rather  than 
the  attached  report  of  the  AMA’s  Council  on  Scientific  Med- 
icine published  in  the  March  25,  1983,  issue  of  JAMA.  The 
Reference  Committee  recommends  acceptance  of  this  report 
including  the  above  statement  on  annual  physical  examinations 
for  women. 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Internal  Affairs,  Communications  and  Liaison.  The 
Committee  would  encourage  all  district  medical  societies  to 
utilize  the  videotape  “Preserving  Tradition,  Embracing 
Change,”  which  is  available  from  the  State  office,  in  their 
continuing  public  relations  programs.  The  Reference  Commit- 
tee recommends  the  acceptance  of  this  report. 

The  Reference  Committee  reviewed  the  Report  of  the  Com- 
mission on  Professional  Liability.  The  Reference  Committee 
would  recommend  that  the  State  Medical  Association  develop 
legislation  to  reject  the  continuing  treatment  rule  and  vigorously 
support  this  legislation  in  Pierre.  The  Reference  Committee 
recommends  the  acceptance  of  this  report. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
COMMISSION  ON  SCIENTIFIC  MEDICINE, 
INTERNAL  AFFAIRS,  COMMUNICATIONS 
AND  LIAISON,  AND  PROFESSIONAL  LIABILITY 
James  Reynolds,  M.D. 

Ken  Bartholomew,  M.D. 

Stephan  Schroeder,  M.D. 

Dr.  Thompson  moved  to  accept  the  report  of  the  Ref- 
erence Committee  on  Reports  of  the  Commissions  on  Sci- 
entific Medicine,  Internal  Affairs,  Communications  and  Li- 
aison, and  Professional  Liability.  The  motion  was  seconded 
and  carried. 

Dr.  Hogrefe  read  the  report  of  the  Reference  Committee  on 
Special  Committees  and  Miscellaneous  Business. 


Littmann®  Classic  II 


Stethoscope 


KREISERS  INC. 


1220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St. 

Sioux  Tails,  SD  Sioux  City,  Iowa  Rapid  City,  SD 

605/336-1155  712/252-0505  605/342-2773 


1724  8th  Ave.  M. 
Billings,  MT 
406/252-9309 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  has  reviewed  and  recommends 
acceptance  of  reports  from  the  Committee  for  Continuing  Med- 
ical Education,  the  Grievance  Commission,  the  Long  Range 
Planning  Committee,  the  South  Dakota  Political  Action  Com- 
mittee, the  Board  of  Directors  of  the  South  Dakota  Medical 
School  Endowment  Association,  the  Physicians’  Aid  Com- 
mittee, the  Medical/Legal  Committee,  the  Archives  and  History 
Commission  and  the  Liaison  Committee. 

The  Reference  Committee  has  reviewed  and  recommends 
that  the  House  pass  Resolution  #2  as  follows: 

WHEREAS,  the  physician  members  of  the  South  Dakota  State 
Medical  Association  have  noted  with  increasing 
alarm  the  fact  that  the  federal  government  is  un- 
willing to  live  up  to  their  commitment  to  the 
elderly  of  our  country  and  our  state  by  further 
reducing  their  Medicare  benefits,  and 
WHEREAS,  our  concern  for  our  senior  patients  caused  the 
Huron  physician  members  to  embark  on  a pilot 
program  working  in  conjunction  with  the  senior 
citizens  of  the  Huron  area  to  assure  high  quality 
medical  services  to  senior  citizens  at  an  affordable 
level  by  voluntarily  agreeing  to  accept  assignment 
on  services  provided  to  those  who  were  identified 
as  needing  assistance  by  their  senior  citizen  peer 
group,  and 

WHEREAS,  the  Huron  pilot  program  has  proven  to  be  of 
benefit  to  the  senior  citizens  of  that  area, 
THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  embark  on  a program  in  con- 
junction with  the  appropriate  senior  citizens  group 
to  expand  on  a statewide  level  a similar  program 
for  our  senior  citizen  patients. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL 
COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
Louis  Hogrefe,  M.D.,  Chairman 
J.  Geoffrey  Slingsby,  M.D. 
Lowell  Hyland,  M.D. 

Dr.  Saylor  appeared  in  support  of  Resolution  #2  and  urged 
the  House  to  consider  it  favorably.  Dr.  Vogt  moved  to  accept 
the  report  of  the  Reference  Committee  on  Special  Com- 
mittees and  Miscellaneous  Business. 

Dr.  Lushbough  addressed  the  House  and  submitted  the  fol- 
lowing resolution: 

WHEREAS,  Gerald  E.  Tracy,  M.D.,  has  served  this  Associ- 
ation as  member,  commission  member  and  chair- 
man, councilor,  officer  and  president  and  most 
recently  AM  A Delegate;  and 

WHEREAS,  Gerald  E.  Tracy,  M.D.,  completed  his  term  as 
AMA  Delegate  in  1986; 

THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  and  its  House  of  Delegates 
recognize  Dr.  Tracy  for  his  many  years  of  service 
to  organized  medicine  and  commend  him  for  his 
tireless  and  faithful  dedication  to  the  South  Da- 
kota State  Medical  Association  and  this  House  of 
Delegates. 

Dr.  Gere  moved  to  adopt  the  above  resolution.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Eckrich  administered  the  oath  of  office  to  Dr.  Ferrell, 
the  1987-88  President. 

Dr.  Rossing  presented  the  presidential  medallion  to  Dr.  Fer- 
rell and  briefly  addressed  the  House.  Dr.  Ferrell  indicated  that 
his  term  as  President  will  be  faced  with  some  of  the  same 
problems  as  in  past  years,  including  professional  liability,  gov- 
ernment regulations,  complex  payment  systems,  but  will  also 
include  new  problems  including  nuclear  energy  and  its  re- 
sponsibilities. He  referred  to  the  incomprehensible  AIDS  epi- 
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demic  and  the  increased  health  care  cost  not  only  for  the  treat- 
ment of  AIDS  but  also  other  illnesses  as  the  baby  boomer 
generation  gets  older.  He  indicated  that  physicians  have  a de- 
teriorating public  image  and  indicated  physicians  have  to  main- 
tain their  compassion  and  charity  because  they  are  the  patients’ 
only  true  advocate. 

Dr.  Eckrich  introduced  the  new  officers  and  councilors. 

There  being  no  further  business,  the  meeting  adjourned  at 
10:40  a.m. 

PRESIDENTIAL  OATH  OF  OFFICE 

I SOLEMNLY  SWEAR  THAT  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Medical  Association 
to  the  best  of  my  ability.  I shall  strive  constantly  to  maintain 
the  ethics  of  the  medicd  profession  and  to  promote  the  public 
health  and  welfare.  I shall  dedicate  myself  and  my  office  to 
improving  health  standards  and  to  the  task  of  bringing  increas- 
ingly improved  medical  care  to  the  people  of  South  Dakota.  I 
shall  uphold  the  Constitution  and  Bylaws  of  the  AMA  and  the 
South  Dakota  State  Medical  Association.  I shall  champion  the 
cause  of  freedom  in  medical  practice  and  freedom  for  all  my 
fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the  duties  of  this 
office  to  the  best  of  my  ability,  so  help  me  God. 

REPORT  OF  THE  PRESIDENT  AND 

CHAIRMAN  OF  THE  EXECUTIVE  COMMISSION 

I am  pleased  to  be  able  to  present  this  report  to  the  mem- 
bership of  the  SDSMA  as  I can  now  look  back  with  the  per- 
spective of  history  and  see  what  this  year  has  meant  to  me 
personally  and  to  our  organization  as  a whole.  Looking  ahead 
to  the  future  is  exciting  for  the  anticipation  of  the  unknown 
. . . looking  back  allows  one  a certain  sense  of  nostalgia,  sat- 
isfaction or  regret.  All  of  these  have  been  present  during  the 
1986-87  year  with  the  exception  of  the  latter.  All  presidents 
would  like  to  reflect  on  their  year  as  a banner  year,  but  truly 
I cannot  identify  anything  that,  in  retrospect,  we  should  label 
as  a misadventure. 

Major  events  attended  as  your  state  representative  included 
the  AMA  Annual  Meeting  in  Chicago  held  in  mid- June  1986, 
and  the  follow-up  AMA  Interim  Meeting  in  Las  Vegas  in  De- 
cember 1986.  I have  provided  some  peripheral  reports  on  these 
events  to  supplement  the  delegate’s  report  in  the  SDSMA  Jour- 
nal of  Medicine.  These  are  truly  working  meetings,  at  least  for 
the  North  Central  Delegation  which  begin  their  deliberations 
on  the  many  items  of  the  day’s  agenda  usually  at  0630  and 
continue  on  well  into  the  afternoon  and  occasionally  in  the 
evening.  Additionally,  I have  traveled  out  of  state  to  several 
of  our  neighboring  state  annual  meetings  as  the  SDSMA  rep- 
resentative. Although  South  Dakota  is  the  smallest  of  the  North 
Central  delegations,  one  does  not  perceive  any  loss  of  respect 
for  the  vigor  and  vitality  of  our  State  Association  by  these 
larger  groups.  I should  note  here  that  we  now  enjoy  the  dis- 
tinction of  having  in  our  employment  as  our  Executive  Director, 
the  most  senior  of  the  state  execs  in  the  person  of  Mr.  Johnson. 
As  such,  his  advice  and  counsel  are  widely  sought  on  matters 
of  joint  organizational  interest,  and  he  provides  considerable 
visibihty,  not  only  in  stature  but  in  intellectual  process  for  those 
of  us  in  South  Dakota. 

The  Executive  Commission  has  held  occasional  meetings 
throughout  the  course  of  the  year,  most  of  which  have  been 
for  the  purpose  of  conducting  routine  business  between  sessions 
of  the  Council.  I am  pleased  to  report  that  this  group,  well 
selected  for  geographic  balance  and  specialty  orientation,  has 
conducted  the  affairs  of  the  Association  in  a responsible  frsh- 
ion,  highly  cognizant  of  its  responsibilities  to  the  membership 
as  a whole.  One  should  highlight  the  decision  early  this  spring 
to  correct  the  severe  problem  of  limitation  of  space  in  the 
physical  plant  of  the  SDSMA  by  acquiring  a considerably  larger 
office  building  in  a prime  geographical  area  of  Sioux  Falls. 
The  acquisition  of  this  property  essentially  triples  the  space 
available  for  the  several  organizations  which  are  part  of  the 
medical  administrative  complex  which  serve  physicians  and 
allied  health  care  profession's  within  the  state.  The  Executive 
Commission  perceives  that  this  structure  will:  1.  provide  ex- 


cellent operational  space  for  the  present  activities  of  the  As- 
sociation including  DAKOTACARE;  2.  allow  for  adequate 
space  for  growth  of  the  various  components  as  the  future  changes 
in  health  care  delivery  dictate  such  need;  3.  retain  a very  prime 
resale  value  should  the  interest  of  the  Association  to  divest 
itself  of  this  facility  occur  at  some  time  in  the  future;  and  4. 
provide  excellent  physical  visibility  for  the  Association  and 
particularly  advertising  exposure  for  DAKOTACARE  which 
in  itself  may  be  of  considerable  worth  as  one  reflects  on  the 
value  of  presenting  the  name  to  40,000  automobiles  that  trav- 
erse South  Minnesota  Avenue  each  day. 

Medical  education  remains  a topic  of  much  interest  to  our 
membership  and  also  to  the  public  in  general.  As  I have  traveled 
across  the  state  meeting  with  our  districts,  the  concern  for  and 
interest  in  our  USD  School  of  Medicine  has  been  a high  priority 
discussion  topic.  The  selection  of  Dr.  Robert  Talley  to  replace 
Dr.  Robert  Quinn  as  the  Dean  and  Vice-President  for  Health 
Affairs  at  USD  has  been  received  with  a high  degree  of  en- 
thusiasm by  many  of  our  constituents.  For  those  who  had  ex- 
pressed interest  in  some  of  the  other  highly  qualified  candidates 
who  interviewed  throughout  the  state,  there  has  been  a very 
gracious  acceptance  of  the  results  of  the  selection  process. 
Personally  I think  that  the  school  is  on  the  threshold  of  a new 
burst  of  growth  and  invigoration,  prompted  in  part  by  conflict 
resolution  initiated  by  Dean  Quinn  and  carried  forward  in  a 
spirit  of  fairness  and  forthright  confrontation  by  Dean  Talley, 
who  enjoys  wide  respect  among  doctors,  administrators  and 
legislators  for  his  ability  to  negotiate  openly  and  fairly  with  aU 
interested  parties. 

DAKOTACARE  continues  to  grow  and  in  so  doing,  is  grad- 
ually providing  a secure  financid  base  for  its  operational  ob- 
ligations. It  is  not  my  specific  charge  to  report  on  this  program 
as  the  Board  of  Directors  of  DAKOTACAJ^  no  longer  is  made 
up  exclusively  of  Executive  Commission  members.  However, 
I have  had  the  opportunity  to  sit  in  with  this  group  on  an  ex 
officio  basis  and  remain  impressed  and  enthusiastic  about  the 
potential  for  this  physician  sponsored  IPA-HMO  to  secure  a 
spot  of  prominence  among  the  various  insurance  vehicles  which 
provide  for  health  care  coverage  for  the  populace  of  our  state. 
We  have  a unique  opportunity  in  South  Dakota  with  this  IPA 
and  our  flagship  of  proven  quality  in  Blue  Shield  to  blend  a 
comprehensive  coverage  that  could  provide  excellent  coverage 
for  all  of  the  diverse  interest  and  needs  of  our  urban-rural 
population. 

Lastly,  I would  like  to  acknowledge  and  extend  again,  my 
sincere  thanks  to  our  Executive  Director,  Robert  Johnson,  and 
the  excellent  staff  which  he  has  developed  to  carry  on  the  day- 
to-day  work  and  administration  of  the  South  Dakota  State  Med- 
ical Association.  We  are  rich  in  human  resources  in  this  office 
and  for  the  many  members  who  are  unaware  of  the  wide  ranging 
scope  of  work  which  passes  through  the  Association  office,  let 
me  assure  all  that  the  quality  of  performance  and  dedication  to 
the  goals  of  the  component  groups  within  the  Association  are 
simply  superior.  We  have  every  right  to  be  extremely  proud 
of  this  group  of  people  and  should  tell  them  so  more  often. 

Respectfully  submitted, 

W.  O.  Rossing,  M.D. 

President  and  Chairman 

Executive  Commission 

The  Reference  Committee  reviewed  the  report  of  the  President 
and  Chairman  of  the  Executive  Commission  and  recommended 
it  be  acecpted  as  submitted. 

REPORT  OF  THE  PRESIDENT-ELECT 

The  1986-87  year  has  not  been  a particularly  busy  one  for 
the  office  of  the  President-Elect  due  in  large  part  to  the  effi- 
ciency of  Dr.  Rossing,  your  President,  and  continued  outstand- 
ing work  of  the  professional  staff  of  the  South  Dakota  State 
Medical  Association.  As  a result  of  these  two,  the  Medical 
Association  has  functioned  quite  smoothly.  The  primary  source 
of  action  for  this  individual  has  been  on  the  Board  of  the  South 
Dakota  Physicians  Health  Group  and  I am  happy  to  report  that 
the  growth  is  above  and  beyond  what  we  anticipated  at  this 
time.  The  other  functions  such  as  attendance  at  meetings  of  the 
House  of  Delegates,  Council  and  Executive  Commission  were 


AUGUST1 987 


19 


STRETCHING  THE 
HEALTH  CARE  DOLLAR 


Health  care  coverage  is  meant  to  be  used,  but  not 
abused.  When  some  people  use  their  coverage  un- 
wisely or  unnecessarily,  it  costs  all  of  us  plenty  in 
terms  of  higher  health  care  costs. 

It’s  a concern  of  South  Dakota  physicians  as  well 
* as  Blue  Shield.  By  urging  South  Dakotans  to  use 
” their  health  care  services  prudently,  we  can  help 
control  health  care  utilization. 

Working  together,  we  can  stem  the  rising  costs 
and  get  the  most  for  our  health  care  dollars. 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  W.  Madison 
Sioux  Falls,  South  Dakota 


Registered  Trademark  of  the  Blue  Cross  and  Blue  Shield  Association 


all  accomplished  without  a great  deal  of  excitement. 

I look  forward  to  the  coming  year  when  we  will  address 
some  very  difficult  problems  facing  medicine. 

Thank  you  for  allowing  me  to  serve  as  your  President-Elect. 

Respectfully  submitted, 
Robert  L.  Ferrell,  M.D. 
President-Elect 

The  Reference  Committee  reviewed  the  report  of  the  President- 
Elect  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  VICE  PRESIDENT 

The  activities  of  the  Vice  President  have  been  to  assist  the 
Council,  the  President  and  staff  of  the  Medical  Association.  I 
have  attended  and  participated  in  the  meetings  of  the  Council 
and  Executive  Committee. 

I would  like  to  thank  the  membership  for  allowing  me  to 
serve  in  this  office. 

Respectfully  submitted, 
Frank  Messner,  M.D. 
Vice  President 

The  Reference  Committee  reviewed  the  report  of  the  Vice  Pres- 
ident and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  SECRETARY-TREASURER 

Our  State  Medical  Association  is  strong  and  is  getting  stronger. 
The  financial  picture  is  excellent  and  we  have  a considerable 
increase  in  membership. 

Our  move  to  a much  needed  larger  quarters  should  be  finished 
by  the  time  the  state  annual  meeting  is  held.  The  increased 
floor  space  will  allow  for  increased  growth  in  DAKOTACARE 
as  well  as  to  provide  room  for  the  PRO  and  Board  of  Medical 
Examiners. 

DAKOTACARE  continues  to  grow  at  a regulated  pace  and 
has  already  paid  the  withholding  of  1986. 

Our  legislative  agenda  is  considered  by  this  officer  to  have 
been  quite  successfiil.  The  work  as  your  Secretary-Treasurer 
has  been  both  interesting  and  exciting.  With  the  continued 
leadership  of  our  CEO  and  the  Council,  you  can  rest  assured 
that  the  South  Dakota  State  Medical  Association  will  remain  a 
viable  and  strong  organization. 

Respectfully  submitted, 

M.  George  Thompson,  D.O. 

Secretary-Treasurer 

The  Reference  Committee  reviewed  the  report  of  the  Secretary- 
Treasurer  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

During  the  years  of  1986  and  1987,  the  Council  of  the  State 
Medical  Association  met  at  regularly  scheduled  intervals.  Many 
important  topics  were  discussed  and  dealt  with  at  the  Council 
meetings  throughout  this  time  having  to  do  with:  1.  Manage- 
ment of  our  nonprofit  open  panel  HMO  known  as  DAKO- 
TACARE which  is  quite  successful  and  doing  well;  2.  the 
continued  efforts  by  various  para-medical  groups  to  gain  en- 
trance into  the  practice  of  medicine;  3.  the  continuing  changes 
in  Medicare  legislation  which  threaten  both  the  ability  of  our 
citizens  to  obtain  high  quality  health  care  upon  demand  and 
interference  with  the  physician’s  ability  to  provide  that  health 
care  without  excessive  government  restriction;  4.  the  continuing 
medical  malpractice  crisis.  Many  other  problems  were  of  course 
dealt  with  during  the  year  by  the  Council  including  a lot  of 
activity  surrounding  this  past  legislative  session  at  Pierre. 

Conunission  chairmen  and  members  of  the  State  Medical 
Association  who  serve  on  these  commissions  do  a tremendous 
amount  of  work  during  the  year  to  enable  the  Council  to  more 
efficiently  face  the  problems  that  need  to  be  dealt  with  at  each 
Council  meeting.  These  individuals  are  conunended  for  their 
work  and  diligence  in  handling  the  vast  amount  of  material 
which  needs  to  be  dealt  with  throughout  the  year. 

The  Council  of  the  State  Medical  Association  continues  to 
enjoy  complete  support  of  our  high  quality  staff  at  the  office 
of  the  State  Medici  Association.  I personally  thank  Mr.  Robert 
Johnson  and  his  wonderful  staff  for  all  the  hard  work  and 
support  they  gave  us  throughout  the  past  year  as  the  Council 


dealt  with  the  many  difficult  problems  that  had  to  be  faced. 

Respectfully  submitted, 
Michael  W.  Pekas,  M.D. 
Chairman  of  the  Council 

The  Reference  Committee  reviewed  the  report  of  the  Chairman 
of  the  Council  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  AMA  DELEGATE 

It  has  been  my  pleasure  to  represent  South  Dakota  at  the 
AMA  meetings  in  Chicago  and  in  Las  Vegas. 

The  meetings,  as  always,  were  busy  and  productive.  A report 
has  been  sent  to  each  of  you  about  each  of  the  meetings.  As 
Delegate,  I have  also  attended  all  of  the  Council  meetings  and 
Executive  Committee  meetings  for  the  State  Medical  Associ- 
ation. 

It  is  with  a little  bit  of  misgiving  that  I give  this  final  report 
and  wish  to  remind  all  of  the  members  of  the  South  Dakota 
State  Medical  Association  that  the  way  to  become  most  knowl- 
edgeable is  to  become  as  involved  as  possible.  The  AMA  is 
stUl  our  only  shot  in  organized  medicine  at  having  some  influ- 
ence on  the  greatest  interference  we  have  on  the  private  practice 
of  medicine,  and  that  is  the  Federal  Government.  Our  combined 
efforts  at  the  legislature  are  the  most  productive  manner  that 
we  have  to  forestall  the  interference  with  the  private  fi"ee  en- 
terprise practice  of  medicine,  and  indeed  that  is  what  the  AMA 
stands  for  today. 

In  an  era  of  HMO’s,  PPO’s,  IPA’s,  etc.,  we  need  to  stand 
more  together  than  ever  before.  So  we  need  to  encourage  every- 
one who  is  not  a member  to  join  the  AMA  so  that  our  numbers 
become  even  more  meanin^l  to  legislators. 

I have  deeply  appreciated  the  cooperation  of  all  members  of 
the  State  Medical  Association  during  my  tenure  as  Delegate.  I 
particularly  wish  to  thank  the  staff  of  the  South  Dakota  State 
Medical  Association  and  the  Alternate  Delegate  during  my 
tenure,  Bruce  Lushbough,  M.D. , who  will  become  the  Delegate 
at  the  annual  meeting  of  the  AMA  at  Chicago  this  year.  I urge 
each  of  you  to  send  any  questions  or  feelings  that  you  have  on 
any  particular  issue  to  Dr.  Lushbough  or  to  his  alternate.  Dr. 
Durward  Lang,  so  that  they  may  appropriately  represent  your 
thinking  on  a national  basis. 

Though  we  are  but  one  voice,  our  membership  in  North 
Central  Medical  Conference  affords  us  the  opportunity  to  in- 
fluence many  other  delegates  and  to,  in  fact,  have  our  voice 
heard  in  a large  measure  equal  to  that  of  the  larger  states  of 
California,  New  York  and  Pennsylvania.  North  Central  Medical 
Conference  now  contains  26  delegate  votes.  That  is  a powerful 
influence  in  the  AMA  and  our  continued  support  of  North 
Central  Medical  Conference  provides  us  with  the  avenue  for 
input  that  gets  South  Dakota’s  feelings  more  often  heard  than 
they  would  be  if  we  were  just  the  solo  voice  of  a one  delegate 
state. 

A final  thank  you  and  a final  recommendation  that  everyone 
use  every  available  moment  of  his  time  to  become  involved  in 
the  District,  State  and  American  Medical  Association.  It  is  our 
future  and  the  future  of  our  patients  that  is  at  stake. 

Respectfully  submitted, 
Gerald  E.  Tracy,  M.D. 
Delegate  to  the  AMA 

The  Reference  Committee  reviewed  the  report  of  the  AMA  Del- 
egate and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

I was  elected  to  the  position  as  Alternate  Delegate  to  the 
AMA  at  the  annual  meeting  in  June  1986,  and  took  office 
January  1,  1987.  I have  attended  the  Council  meetings  and 
Executive  Committee  meetings  since  my  election. 

I look  forward  to  serving  you.  Please  communicate  your 
concerns  to  me  so  I can  present  your  view  to  the  AMA  in 
concert  with  the  rest  of  the  South  Dakota  Delegation. 

Respectfully  submitted, 
Durward  M.  Lang,  M.D. 
AMA  Alternate  Delegate 

The  Reference  Committee  reviewed  the  report  of  the  AMA  Al- 
ternate Delegate  and  recommended  it  be  accepted  as  submitted. 
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Put  an  end 


to  those  monthly 
bookkeeping  chores. 


Record-Keeping  Checking  Account 

For  Business,  Professionals  & Farm  Operators 


How  it  works 


The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use— cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 

What  it  costs  ...  You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you'll  be 
pleasantly  surprised. 


Valley 

Banks 


Valley  Banks 
of  South  Dakota 

SIOUX  FALLS  • HARRISBURG  • LENNOX  • TEA 
ELK  POINT  • JEFFERSON  • NORTH  SIOUX  CITY 

Member  FDIC 


REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

I have  attended  the  meetings  of  the  Council  and  Executive 
Commission  of  the  South  Dakota  State  Medical  Association 
held  during  the  past  year.  I have  also  attended  the  annual  and 
interim  meetings  of  the  American  Medical  Association  and 
participated  in  the  committee  work  of  the  North  Central  Con- 
ference at  those  meetings. 

It  has  been  a privilege  to  serve  as  your  AMA  Alternate 
Delegate  these  past  4 years,  particularly  with  Dr.  Gerald  Tracy, 
of  Watertown,  serving  as  AMA  Delegate  during  that  time.  I 
have  found  it  a privilege  to  work  with  Gerry  during  these  many 
years  but  particularly  in  the  last  4 years  when  we  have  had  this 
working  relationship  at  our  national  meeting. 

I will  be  representing  you  as  Delegate  for  the  next  2 years 
and  hope  that  you  will  feel  free  to  communicate  to  me  any  of 
your  concerns  regarding  any  aspect  of  health  care  that  might 
be  discussed  at  any  future  AMA  meeting. 

Respectfully  submitted, 
Bruce  C.  Lushbough,  M.D. 
AMA  Alternate  Delegate 

The  Reference  Committee  reviewed  the  report  of  the  Alternate 
Delegate  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

I will  be  looking  forward  to  presiding  at  the  upcoming  meet- 
ing of  the  House  of  Delegates  scheduled  to  meet  in  Sioux  Falls, 
June  4-7.  I am  most  appreciative  of  the  help  and  support  re- 
ceived from  a number  of  people  in  preparing  this  upcoming 
meeting  and  particularly  wish  to  express  my  appreciation  to  all 
those  physicians  who  have  agreed  to  participate  in  the  reference 
committees  and  especially  to  those  serving  as  chairman  of  those 
committees.  As  we  all  know,  active  participation  through  our 
reference  conunittee  system  is  vital  to  the  work  of  the  House 
of  Delegates  and  is  critical  in  resolving  many  of  the  issues 
which  are  increasingly  challenging  the  health  care  delivery 
system  today. 

We  have  a number  of  important  issues  to  be  considered  in 
our  upcoming  annual  meeting  in  June,  and  I shall  be  looking 
forward  to  meeting  all  of  you  at  that  time. 

Respectfully  submitted, 

Jerome  A.  Eckrich,  Jr.,  M.D. 
Speaker  of  the  House 

The  Reference  Committee  reviewed  the  report  of  the  Speaker 
of  the  House  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  COUNCH.OR  AT  LARGE 

As  Councilor  at  Large  I have  attended  all  of  the  Council  and 
Executive  Commission  meetings.  The  South  Dakota  State  Med- 
ical Association  continues  to  grow  and  succeed  in  its  endeavors 
because  of  the  high  quality  and  dedication  of  its  officers  and 
staff,  as  well  as  the  tremendous  statewide  support  of  the  mem- 
bership. 

Respectfully  submitted, 

Richard  Gere,  M.D. 

Councilor  at  Large 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
at  Large  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  CHIEF  EXECUTIVE  OFFICER 

It  is  truly  difficult  to  summarize  a year  like  1986  and  1987. 
If  change  is  the  spice  of  life,  the  medical  profession  should 
have  enough  spice  left  over  from  1986-87  to  last  for  several 
years. 

I know  full  well  the  frustrations  both  you  and  your  staffs 
have  been  dealing  with  during  these  challenging  times.  It  is, 
in  fact,  amazing  that  medicine  has  been  able  to  adapt  and 
manage  the  change  that  has  been  thrust  upon  us. 

This  past  year  brought  us  court  decisions  in  Massachusetts 
at  both  the  State  and  Appellate  Court  levels  that  prohibit  balance 
billing  to  Medicare  patients.  These  court  decisions  are  now 
being  appealed  to  the  US  Supreme  Court  by  the  AMA  and  the 
Massachusetts  Medical  Society.  Pending  this  review  by  the 
Supreme  Court,  many  state  legislatures  across  the  country  have 


under  consideration  legislation  similar  to  the  Massachusetts 
law.  The  effects  of  this  law  and  these  court  decisions  could 
impact  physicians  nationwide  if  not  effectively  resisted  im- 
mediately. 

As  if  the  Massachusetts  folly  wasn’t  bad  enough.  Congress 
has  under  consideration  an  administration  proposal  which  would 
pay  radiologists,  anesthesiologists  and  pathologists  under  hos- 
pital DRG’s  for  all  Medicare  patients.  The  AMA  has  deter- 
mined that  taking  the  offensive  is  medicine’s  best  defense  against 
this  ill-advised  plan  and  has  introduced  HCR  30  and  SCR  15. 
Both  resolutions  point  out  clearly  the  impact  such  a ridiculous 
proposal  would  have  on  patient  care.  At  the  time  this  report  is 
being  prepared,  I am  pleased  to  report  that  both  Senator  Larry 
Pressler  and  Representative  Tim  Johnson  have  co-sponsored 
these  AMA  resolutions. 

The  concerns  over  the  cost  and  availability  of  professional 
liability  insurance  continue  to  deserve  and  receive  a great  deal 
of  the  Association’s  attention. 

Will  things  ever  return  to  a level  of  manageable  confusion? 
I would  speculate  that  they  will  but  I would  not  look  for  it  to 
happen  in  the  short  term.  There  appear  to  be  too  many  people 
who  feel  that  there  are  yet  many  essential  changes  to  be  made 
in  the  financing  and  delivery  of  medical  services. 

Organized  medicine  will  be  challenged  frequently  not  only 
to  keep  abreast  of  these  forces  of  change  but  also  to  help  provide 
direction  and  reason  for  some  of  this  change.  Fortunately  your 
Association  is  served  well  by  many  talented  and  dedicated 
Commission  and  Council  members  who  are  prepared  to  deal 
with  the  future  in  a responsible  way. 

To  all  of  the  Committee,  Commission,  Council  members  and 
Officers,  we  owe  a sincere  expression  of  our  gratitude.  Each 
and  every  one  of  them  works  diligently,  without  compensation, 
for  the  public  which  medicine  serves  and  for  the  profession. 

Even  carefully  chosen  words  are  inadequate  when  one  at- 
tempts to  express  my  personal  feelings  for  your  President  Bill 
Rossing.  He  possesses  attributes  most  people  could  only  hope 
to  attain.  He  is  not  only  a true  gentleman,  talented  physician, 
accomplished  writer,  effective  statesman,  a loving  husband  and 
father,  but  also  a very  dear  friend.  We  are  truly  blessed  to  have 
you  as  our  spokesman  and  leader  during  this  trying  period  in 
history. 

Respectfully  submitted, 
Robert  D.  Johnson 
Chief  Executive  Officer 

The  Reference  Committee  reviewed  the  report  of  the  Chief 
Executive  Officer  and  recommended  it  be  accepted  as  submit- 
ted. The  Committee  also  recognized  the  superb  and  outstanding 
work  and  ability  of  the  Chief  Executive  Officer,  Bob  Johnson, 
and  his  staff  during  this  past  year  in  conducting  the  business 
of  the  South  Dakota  State  Medical  Association. 


Strange  isn't  it? 
Everybody  wants  to  harvest, 
but  few  want  to  plow. 


JERRY  MAGINN  WYETH 
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REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

The  Aberdeen  District  Medical  Society  held  monthly  meet- 
ings during  1986  and  1987.  A variety  of  speakers  were  invited 
to  attend  our  meetings  to  update  us  on  new  and  clinically 
important  concepts  or  to  deal  with  the  socio-economic  issues 
of  our  times.  The  annual  Christmas  party  was  held  in  con- 
junction with  the  District  Auxiliary  raising  money  for  AMA- 
ERF. 

We  were  visited  by  President  Rossing  in  early  1987  and  were 
updated  by  him  and  Mr.  Johnson  in  regards  to  pressing  leg- 
islative topics  and  other  issues  that  were  pressing  on  the  medical 
profession  in  general. 

New  officers  were  elected  in  December  of  1986  and  as- 
cending to  the  office  of  President  was  Phyllis  Heinemann, 
M.D.;  Robert  D.  Suurmeyer,  M.D.  was  elected  Vice  President 
and  Jean  L.  Gerber,  M.D.  was  elected  Secretary/Treasurer.  Dr. 
Warren  Redmond  was  elected  to  serve  as  a Councilor  from  the 
First  District.  Delegates  to  the  annual  meeting  in  Sioux  Falls 
for  1987  are  Alfred  Shousha,  M.D.,  Robert  D.  Suurmeyer, 
M.D.,  Kenneth  Bartholomew,  M.D.  and  Myron  Fahrenwald, 
M.D. 

Respectfully  submitted, 

J.  D.  Bachinayer,  M.D. 

Warren  Redmond,  M.D. 

Councilors,  First  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  First  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 

The  Second  District  Medical  Society  met  on  the  first  Tuesday 
of  each  month  from  September  to  May,  1986-1987. 

Issues  of  socioeconomic  impact  were  topics  of  the  presen- 
tations at  each  of  these  monthly  meetings  which  is  the  usual 
format  of  the  Second  District. 

In  September,  along  with  our  spouses,  we  enjoyed  our  annual 
meeting  with  the  Watertown  District  Auxiliary. 

In  October,  a presentation  on  Silent  Ischemia  was  presented 
by  a cardiologist  from  Johns  Hopkins. 

In  November,  we  were  honored  by  the  President  of  the  South 
Dakota  State  Medical  Association,  Dr.  William  Rossing,  along 
with  Robert  Johnson  who  apprised  the  district  of  subjects  of 
concern  to  us  all. 

December  was  dedicated  to  the  re-election  of  officers.  Dr. 
Ed  Wegner  was  elected  to  the  Presidency,  Dr.  Ed  Gerrish  to 
Vice-Presidency  and  Dr.  Gerald  Tracy  as  Secretary/Treasurer. 

In  January,  Dr.  John  Stransky  presented  information  on  the 
Hospice  Program  and  the  Bush  Fellowship  Project  that  he  fol- 
lowed; visiting  various  hospice  areas  in  the  United  Kingdom. 

In  February,  we  entertained  Mr.  Tom  Knox  and  Mr.  Jay 
Eckersley  from  Health  Central  Corporation  as  they  presented 
the  district  with  a program  relating  to  health  care  and  health 
financing  as  it  pertained  to  the  possible  development  of  a phy- 
sician’s office  building  in  Watertown. 

In  March,  we  had  a program  on  rehabilitation  facilities  re- 
cently opened  near  Sioux  Falls. 

It  is  to  be  noted  that  Dr.  G.  Robert  Bartron,  of  Watertown, 
was  honored  by  the  Medical  School  recently  at  its  program  in 
Rapid  City. 

We  note  with  regret,  the  retirement  of  Dr.  Gerald  Tracy  from 
his  position  as  Delegate  to  the  AM  A. 

Respectfully  submitted, 
James  C.  Larson,  M.D. 
Councilor,  Second  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Second  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 

REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  Third  District  continued  to  have  regular  meetings  during 
this  year  with  the  Third  District  holding  the  following  meetings: 

The  meeting  of  February  13,  1986,  was  held  in  Madison,  at 
Nikki’s.  The  subject  of  contributing  out-of-date  text  books  to 


Third  World  countries  was  discussed.  Bills  before  the  legis- 
lature at  Pierre  were  discussed.  Dr.  Saxena  was  added  to  the 
roster  of  the  physicians  in  the  Third  District.  Dr.  Tad  Jacobs 
and  Dr.  Rich  Sample  were  nominated  as  delegates  to  the  State 
Meeting. 

The  meeting  of  April  18th  was  held  at  the  Ram  Pub  in 
Brookings,  SD.  Susan  Miller,  M.D. , of  the  Park-Nicollet  Med- 
ical Center  gave  a talk  on  child  epilepsy.  Tad  Jacobs,  D.O. 
made  comments  regarding  the  “Doctor  of  the  Day”  program 
at  the  Pierre  legislature.  Dr.  Bob  Rietz  discussed  the  present 
malpractice  situation  and  brought  up  the  subject  of  hospital 
privileges  for  chiropractors. 

The  meeting  of  June  19th  was  held  at  Pat  and  Caroll’s  Supper 
Club  at  Lake  Preston.  Dr.  Stone  from  Minneapolis  Children’s 
Center  presented  a cardiology  lecture  regarding  new  techniques 
of  echocardiography. 

The  meeting  of  October  23rd  was  held  at  the  Ram  Pub, 
Brookings,  SD.  Dr.  Bruce  Lushbough  was  nominated  for  the 
Distinguished  Service  Award.  Dr.  John  Rud  was  added  to  the 
membership  roles  of  the  Third  District.  Dr.  W.  O.  Rossing 
gave  his  Presidential  address  and  Bob  Johnson,  Executive  Di- 
rector, gave  a talk  regarding  the  issues  facing  the  Medical 
Society. 

The  meeting  of  December  1 1th  was  held  at  the  Tea  Room 
in  Flandreau.  The  area  legislators  were  invited  to  this  meeting 
and  a panel  forum  from  those  legislators  and  doctors  answered 
questions  from  the  floor.  The  Flandreau  Swing  Choir  provided 
entertainment.  Dr.  Ramsay  was  awarded  membership  in  the 
Medical  Society  at  that  time. 

Respectfully  submitted, 

Curtis  H.  Wait,  M.D. 

Councilor,  Third  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Third  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


READY  FOR  A CHANGE? 


We  are  looking  for  a full-time  family  prac- 
titioner to  do  locum  tenens  work  in  South 
Dakota.  Youll  enjoy  a guaranteed  salary 
and  paid  malpractice,  health  and  life  insur- 
ance, plus  interesting,  challenging  work.  Re- 
side in  the  city  of  your  choice  and  take  time 
to  smell  the  roses. 


Inquiries  and  CV  to: 

Jo  M.  Neubauer,  M.D. 
RR  1 , Box  99A 
Yankton,  SD  57078 
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REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

I The  Fourth  District  Medical  Association’s  annual  meeting 

I was  held  on  January  14,  1987,  at  the  Elks  Club  in  Pierre.  In 
addition  to  the  district  members  present,  special  guests  were 
Dr.  Wm.  Rossing,  President  of  the  South  D^ota  State  Medical 
Association  and  Lorin  Pankratz,  Association  lobbyist  from  the 
executive  office. 

Election  of  officers  was  held  with  Dr.  Tom  Huber  elected 
as  President  and  Dr.  M.  R.  Cosand  as  Secretary /Treasurer.  Dr. 
Huber  and  Dr.  M.  C.  Werpy  were  selected  as  Delegates.  Dr. 
B.  O.  Lindbloom  and  Dr.  R.  J.  Zakahi  were  selected  as  Al- 
ternates. 

It  was  voted  to  increase  the  scholarship  program  to  two  for 
deserving  graduating  seniors  who  are  interested  in  pursuing  an 
occupation  in  the  allied  health  fields.  This  includes  the  counties 
of  Sully,  Hughes,  Lyman,  Jones  and  Stanley.  It  was  also  voted 
to  increase  die  dues  assessment  to  $20.00  each  to  cover  the 
second  scholarship.  The  remainder  of  the  meeting  was  devoted 
to  remarks  from  Dr.  Rossing  and  Mr.  Pankratz,  and  a rather 
spirited  discussion  of  the  legislative  issues  in  the  coming  session 
was  held. 

As  in  previous  years,  the  Fourth  District,  in  cooperation  with 
the  Inservice  Education  Department  at  St.  Mary’s  Hospital, 
sponsored  the  following  CME  meetings:  Osteoarthritis  by 
R.  Canard,  M.D.  on  1-21-86;  Upper  GI  Hemorrhage  & An- 
tibiotic Induced  Colitis  by  R.  Raszkowski,  M.D.  on  1-18-86; 
Exercise  Testing  and  Pulmonary  Disease  by  B.  Huntley,  M.D. 
i on  5-20-86;  Endometritis  & PIT)  by  S.  Berry,  M.D.  on  9- lb- 
86;  Use  of  Vital  Registration  System  by  D.  Donnan  from  the 
, South  Dakota  State  Health  Department  on  11-18-86. 

Respectfully  submitted, 

R.  C.  Jahraus,  M.D. 

i Councilor,  Fourth  District 

1 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fourth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

The  Huron  District  had  a preconvention  meeting  in  May 
1986,  and  the  delegates  were  selected  for  the  convention. 

The  fall  meeting  in  Huron  was  well  attended  and  featured 
Dr.  Rossing  and  Robert  Johnson  for  our  program.  New  mem- 
bers, Drs.  Curt  and  Carole  Buchholz,  were  welcomed  at  that 
meeting.  Curt  is  a new  pathologist  working  with  Dr.  Lardinois 
and  Carole  is  a pediatrician  with  the  Huron  Clinic.  The  election 
of  officers  took  place  and  those  officers  are: 

President  Hiroo  Kapur,  M.D. 

Vice  President  Steve  Schroeder,  M.D. 

Secretary/Treasurer  Ted  Holm,  M.D. 

We  gave  our  usual  $2,000.00  to  the  USD  Medical  School 
Fund.  We  were  saddened  by  the  loss  of  Bemie  Lenz,  M.D., 
of  Huron  this  month  after  M years  of  practice  in  that  com- 
munity. Seventeen  physicians  served  as  honorary  pallbearers 
for  the  service  on  March  18,  1987.  He  served  as  our  councilor 
for  many  years  prior  to  my  election. 

Our  March  25th  meeting  will  feature  Dr.  Alan  Kelts,  pe- 
diatric neurologist  of  Rapid  City. 

Respectfully  submitted, 
David  Buchanan,  M.D. 
Councilor,  Fifth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fifth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

The  Sixth  District  Medical  Society  met  several  times  during 
1986.  Officers  for  the  year  were  as  follows: 

President  Anthony  J.  Silvagni,  D.O. 

President-Elect  Ronald  L.  Hansing,  M.D. 

Secretary/Treasurer  Ray  Birkenkamp,  M.D. 

Delegates  were:  Drs.  Gaede,  Heth  and  Hansing.  The  nomi- 
nating committee  was  Dr.  Schabauer. 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 

Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 
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At  the  meeting  held  January  28,  1986,  at  Chef  Louie’s  Steak 
House  in  Mitchell,  Drs.  Silvagni  and  Visani  presented  a talk 
on  the  medical  treatment  of  impotency. 

During  the  April  9,  1986,  meeting  held  at  Al’s  Oasis  Res- 
taurant in  Chamberlain,  Dr.  Thomas  Delaney  was  unanimously 
elected  to  membership  in  the  Sixth  District  Medical  Society. 
Following  the  business  meeting,  a scientific  presentation  was 
given  by  Dr.  John  Jones  on  bum  therapy  and  he  also  discussed 
a case  of  shigellosis. 

Two  new  members  were  elected  into  the  society  at  a meeting 
July  16,  1986,  held  at  Chef  Louie’s  Steak  House  in  Mitchell. 
Newly  elected  members  were  Dr.  Jane  Gaetze  and  Dr.  Bmce 
Kocourek.  Following  the  dinner,  a presentation  was  given  by 
Drs.  Gaede  and  Birkenkamp  on  Marfan’s  Syndrome. 

The  October  meeting  was  held  at  Chef  Louie’s  Steak  House 
in  Mitchell.  The  business  meeting  consisted  of  announcements 
concerning  the  “Doctor  of  the  Day’’  program  in  the  state  leg- 
islature; the  Huron  Project  on  Elderly  Care  and  the  opening  of 
nominations  for  the  Distinguished  Service  and  Community 
Service  Awards.  After  the  business  meeting.  Dr.  Rossing,  Pres- 
ident of  the  SDSMA,  and  Robert  Johnson,  Executive  Director 
of  SDSMA,  presented  a program  concerning  a variety  of  AM  A 
and  political  topics. 

The  Sixth  District  Medical  Society  met  on  January  14,  1987, 
at  Firesteel  Restaurant  in  Mitchell.  Guests  at  the  meeting  were 
Willis  Bultje,  Methodist  Hospital  Administrator,  Pat  Clark,  St. 
Joseph  Hospital  representative  and  Gale  Walker,  St.  Benedict 
Hospital,  Parkston/St.  Michael’s  Hospital,  Tyndall  Adminis- 
trator. 

Business  conducted  included  the  following;  Dr.  John  Fritz 
was  unanimously  elected  to  membership.  Officers  for  the  com- 
ing year  are  as  follows: 

President  Dr.  Hansing 

President-elect  Dr.  Birkenkamp 

Secretary/Treasurer  Dr.  Jane  Gaetze 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


The  President  will  appoint  delegates  and  alternate  delegates 
to  the  annual  state  meeting.  Dr.  Monson  was  nominated  to 
continue  as  councilor  to  the  House  of  Delegates,  as  well  as  to 
be  a Nominating  Committee  member,  both  of  which  passed 
unanimously.  The  presentation  at  this  meeting  was  a talk  given 
by  Dr.  Theodore  Sattler  and  Paul  Jensen  from  the  South  Dakota 
Foundation  for  Medical  Care  concerning  new  PRO  guidelines 
and  implementations. 

All  meetings  during  the  year  were  well  attended  by  members 
and  their  spouses  and  concluded  with  the  usual  social  and 
relaxation  aspect. 

Respectfully  submitted,  j 
Charles  D.  Monson,  M.D.  j 
Councilor,  Sixth  District  ! 

The  Reference  Committee  reviewed  the  report  of  the  Councilor  j 
from  the  Sixth  District  Medical  Society  and  recommended  it  be  • 
accepted  as  submitted.  1 


REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILORS 

President  C.  Roger  Stoltz,  M.D. 

Obstetrics/Gynecology 
Vice  President  Bruce  Vogt,  M.D. 

Family  Practice 

Secretary  Loren  Tschetter,  M.D. 

Hematology/Oncology /Internal  Med. 
Treasurer  Daniel  Kennelly,  M.D. 

Psychiatry 


Our  officers  continue  to  provide  us  with  capable  and  able 
leadership  during  a very  challenging  time  for  the  practice  of 
rnedicine,  both  politically  and  economically.  The  usual  meeting 
times  for  the  Seventh  District  are  in  the  months  of  September 
through  May  and  fall  on  the  first  Tuesday  of  every  month  except 
for  our  October  meeting  which  is  usually  hosted  by  Theodore 
Angelos,  M.D.,  Family  Practice,  at  the  Canton  Country  Club 
which  includes  a pheasant  dinner  with  all  the  trimmings,  fol- 
lowing an  afternoon  on  the  golf  course.  The  usual  program  at 


Family  Practitioner 

Board  certified  or  eligible  to  join  1 1 physi- 
cian, expanding  multispecialty  practice  in 
northern  Wisconsin.  Clinic  adjoins  JCAH  hos- 
pital. Rural  location  with  abundant  outdoor 
recreational  opportunities,  small  four  year 
college.  Excellent  salary  and  benefits.  Call 
collect  (715)  532-6651  or  send  curriculum 
vitae  with  names  of  references  to: 

Ladysmith  Center 

906  College  Avenue,  W. 

Ladysmith,  Wl  54848 
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that  meeting  is  a town  and  gown  session  with  the  Medical 
School  when  mutual  concerns  can  be  discussed  in  an  atmos- 
phere of  conciliation,  fellowship  and  good  will. 

We  always  look  forward  to  our  traditional  annual  meeting 
by  the  President  of  the  South  Dakota  State  Medical  Association 
and  Mr.  Robert  Johnson,  during  which  time  subjects  of  topical 
interest  to  the  Seventh  District  are  discussed.  Many  questions 
concerning  the  members  of  the  Seventh  District  were  answered 
at  this  meeting.  Mr.  Robert  Johnson,  Executive  Secretary,  also 
meets  with  us  during  and  after  the  legislative  session  to  discuss 
what  has  happened  during  the  session  as  it  impacts  medicine. 
He  also  discusses  legislative  plans  that  the  Medical  Association 
has  concerning  the  legislative  session  prior  to  the  onset  of  the 
session,  usually  in  conjunction  with  our  meeting  with  the  Pres- 
ident of  the  State  Medical  Association. 

For  the  past  several  years  the  Seventh  District  has  hosted 
two  (2)  special  meetings  during  the  year.  In  early  December 
we  have  a meeting  in  which  the  Seventh  District  hosts  the 
regional  State  Representatives,  Senators  and  their  spouses  at 
dinner,  after  which  they  are  invited  to  comment  on  the  upcom- 
ing State  Legislative  Session  and  given  an  opportunity  for  con- 
cerns of  a political  nature  to  be  voiced  by  the  Seventh  District 
membership.  This  gives  everyone  an  opportunity  to  share  com- 
mon concerns  and  to  alleviate  potential  barriers  and  commu- 
nication between  ourselves  and  our  legislators  and  opens  up 
avenues  of  communication  that  can  be  utilized  if  necessary 
during  the  legislative  session.  The  second  meeting  is  one  in 
which  the  Seventh  District  hosts  a get-together  for  the  members 
of  the  Sioux  Falls  Chamber  of  Commerce.  This  meeting  has 
been  very  valuable  and  it  has  provided  a bridge  between  the 
medical  community  and  business  community  as  a meeting  in 
which  again  conunon  concerns  can  be  shared  and  potential 
barriers  and  communication  between  the  medical  community 
and  the  business  community  can  be  alleviated. 

Again  this  year,  the  Seventh  District  Medical  Society  and 
the  Seventh  District  Auxiliary  agreed  to  be  sponsors  for  the 
annual  United  Way  kick-off  event  for  Sioux  Falls,  South  Da- 


Family Practice 
Physician  Needed 

Established  need  for  a family  practice  physi- 
cian to  join  seven  man  group  in  beautiful  North- 
west Iowa.  Modern  10,000  sq.  foot  clinic  build- 
ing is  next  door  to  72-bed  JCAH  accredited  county 
hospital.  Unusually  progressive  community  of 
10,000  has  economy  far  above  the  state  aver- 
age. Storm  Lake  offers  3,000  acre  lake,  85  acres 
of  park  and  recreation,  and  is  home  to  Buena 
Vista  College.  One  hour  from  Sioux  City  and  two 
hours  from  Omaha  and  Des  Moines. 

Generous  guarantee  with  immediate  incentive 
plan,  paid  malpractice  insurance,  liberal  vaca- 
tion and  seminar  time,  limited  call  requirements 
with  seven  other  physicians,  and  no  HMO's  in  the 
area. 

Contact:  Darrell  Pritchard,  Manager 
Buena  Vista  Clinic,  P.C. 

620  Northwestern  Drive 
Storm  Lake,  Iowa  50588 
Call  collect:  (71 2)732-5030 


kota.  The  amount  of  work  that  the  Auxiliary  did  in  providing 
support  for  and  putting  on  this  large  kick-off  media  event  was 
incredible  and  they  cannot  be  praised  enough  for  what  they  did 
and  how  hard  they  worked.  The  general  overall  response  from 
the  business  community  and  the  community  at  large  was  over- 
whelmingly positive.  It  would  be  nice  to  see  other  district 
medical  societies  become  involved  in  this  manner  in  the  United 
Way  campaign. 

The  Seventh  District  membership  would  like  to  congratulate 
Dr.  William  Rossing  on  an  effective  Presidency  and  leadership 
of  the  State  Medical  Association  for  the  past  year.  This  has 
been  a very  busy  and  difficult  year  for  the  State  Medical  As- 
sociation and  Dr.  Rossing  has  demonstrated  outstanding  lead- 
ership during  this  past  year  during  which  many  difficult  de- 
cisions and  problems  had  to  be  dealt  with. 

Respectfully  submitted, 

Michael  Pekas,  M.D. 

Karl  Wegner,  M.D. 

Richard  Tschetter,  M.D. 

Guy  E.  Tam,  M.D. 

Lowell  Hyland,  M.D. 

James  Reynolds,  M.D. 

Councilors,  Seventh  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Seventh  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILORS 


The  District  Eight  Medical  Society  met  three  times  in  the 
year  1986-87.  Each  meeting  was  well  attended  and  provocative 
and  timely  subjects  were  the  highlight  of  discussion  at  each  of 
the  meetings. 

The  election  of  state  officers  were  carried  out,  and  the  fol- 
lowing were  submitted: 


Councilors 

Dr. 

Dr. 

Alternate  Councilors 

Dr. 

Dr. 

Delegates 

Dr. 

Dr. 

Dr. 

Dr. 

Alternate  Delegates 

Dr. 

Dr. 

Dr. 

Dr. 

District  officers  were  as 

President 

Dr. 

Vice-President 

Dr. 

Secretary-Treasurer 

Dr. 

Jay  Hubner 
Richard  Porter 
John  Stemquist 
Duane  Reaney 
Dale  Gunderson 
Herb  Saloum 
Morris  Radack 
Kenneth  Halverson 
Ted  Sattler 
Duane  Reaney 
David  Smith  and 
Robert  Foley 

follows: 

Julie  Stevens 
Steven  Krause  (vacated) 
John  Frank 


Respectfully  submitted, 
Richard  Porter,  M.D. 

Jay  Hubner,  M.D. 
Councilors,  Eighth  District 


The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Eighth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  NINTH  DISTRICT  COUNCILORS 

Since  the  completion  of  our  spring  1986,  report,  the  Black 
Hills  District  Medical  Society  has  met  seven  times  as  follows: 

May  29,  1986  — Business  meeting.  We  postponed  the  scientific 
meeting,  “Medical  Consequences  of  a Nuclear  Disaster”  be- 
cause of  an  emergency  involving  the  scheduled  speaker. 

July  19,  1986  — Luau,  with  spouses,  at  Arrowhead  Country 
Club.  No  scientific  program. 

September  18,  1986  — Scientific  program  was  “Total  Cardiac 
Replacement  — Hope  for  the  Future,”  by  Frazier  Eales,  M.D. , 
Minnesota  Heart  Institute. 

October  30,  1986  — “Hyperbaric  Oxygen  Therapy”  by  James 
Knowles,  M.D.,  Flight  Surgeon  and  Capt.  Neal  Baumgartner, 
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Bio-environmental  Engineer,  EAFB. 

December  11,  1986  — Christmas  party  with  spouses  at  Ar- 
rowhead Country  Club,  Rapid  City.  No  scientific  program. 
January  27,  1987  — Official  visit  by  Dr.  William  Rossing, 
President,  South  Dakota  State  Medical  Association  and  Robert 
Johnson,  Chief  Executive  Officer. 

February  24,  1987  — Scientific  program  — “Medical  Con- 
sequences of  a Nuclear  Disaster,”  Dr.  Andrew  Tong  and  Craig 
Hollenbeck,  EAFB. 

Future  meetings,  between  now  and  the  annual  meeting  in 
June  are  for  Aprd  23  and  May  19. 

The  1986-87  directory  of  the  State  Medical  Association  list 
150  active  and  18  honorary  members.  Since  then  we  have  added 
17  new  members  to  active  status  and  7 applications  from  new 
physicians  are  being  processed. 

Drs.  Ben  Munson  and  Robert  Westaby  have  retired  from 
active  practice  and  have  become  honorary  members. 

No  physician  deaths  in  the  district  during  the  past  year. 

We  welcome  Dr.  Robert  Quinn  to  the  Black  Hills  District 
Medical  Society. 

We  in  the  Black  Hills  District  feel  honored  in  that  one  of 
our  members.  Dr.  Robert  Ferrell,  is  the  upcoming  President  of 
the  South  D^ota  State  Medical  Association. 

We  are  also  happy  to  announce  the  opening  of  a new  cardiac 
catheterization  unit  at  Rapid  City  Regional  Hospital  and  that  a 
Magnetic  Resonance  Imaging  is  being  planned. 

We  welcome  Gary  Riedman  as  the  new  administrator  of 
Rapid  City  Regional  Hospital  and  CEO  of  Rushmore  National 
Health  Systems.  He  succeeds  Jerry  Scott,  who  resigned  during 
the  summer  of  1986. 

Officers  for  1987: 


President  Carol  Zielke,  M.D. 

Vice-President  James  Engelbrecht,  M.D. 

Secretary-Treasurer  Nathaniel  R.  Whitney,  M.D. 

Immediate  Past  Presidents  Robert  Allen,  M.D. 

J.  Geoffrey  Slingsby,  M.D. 

Respectfully  submitted, 
James  Jackson,  M.D. 

Ed  James,  M.D. 

Thomas  IGafka,  M.D. 

N.  R.  Whitney,  M.D. 
Councilors,  Ninth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Ninth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 


The  Rosebud  District  Medical  Society  met  on  April  8,  1987. 
In  attendance  at  the  meeting  were:  William  Rossing,  M.D., 
President  of  SDSMA  and  Chief  Executive  Officer,  Robert  D. 
Johnson. 

Officers  for  the  coming  year  are  as  follows: 


President 
Vice  President 
Secretary /Treasurer 
Delegate 

Alternate  Delegate 


Tony  Berg,  M.D. 
Louis  Hogrefe,  M.D. 
Mary  Carpenter,  M.D 
Tony  Berg,  M.D. 
John  Malm,  M.D. 


Respectfully  submitted, 
Louis  Hogrefe,  M.D. 
Councilor,  Rosebud  District 


The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Tenth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 


During  the  past  year  there  have  been  several  meetings  of  the 
Eleventh  District  Medical  Society  at  which  time  scientific  ses- 
sions were  presented  on  various  topics  by  outside  consultants. 
At  these  meetings,  business  sessions  were  conducted  as  deemed 
appropriate  and  needed. 

During  the  March  1987,  meeting,  new  officers  for  the  society 
were  elected  and  they  are  as  follows: 


President 

Vice-President 

Secretary 

Delegate 

Alternate  Delegate 
Councilor 

Nominating  committee  member 


Ben  Henderson,  D.O. 

J.  D.  Collins,  M.D. 

L.  M.  Linde,  M.D. 

John  Ottenbacher,  M.D. 
L.  M.  Linde,  M.D. 

James  Wunder,  M.D. 

Paul  Weiland,  M.D. 

Respectfully  submitted, 
James  Wunder,  M.D. 
Councilor,  Eleventh  District 


The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Eleventh  District  Medical  Society  and  recommended 
it  be  accepted  as  submitted 

TWELFTH  DISTRICT 


(Councilor  Vacancy) 


Culbert 
Davis  Go._ 


J, 


Mailing  Address: 
P.O.  Box  1234 


SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 

AFTER  BUSINESS  HOURS  CALL:  4^0  30UTH  2ND  AVE 
DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856  OOC  H AOA 

DON  OYEN  361-6510  000~  I UwU 


FAMILY  PRACTITIONER 

Marshfield  Clinic  — Durand  Center  is  seeking  a 
board  certified/board  eligible  family  practitioner  to 
join  another  family  practitioner  in  an  established 
office  based  practice  in  Durand,  Wisconsin.  Durand 
offers  a rural  location  v/ith  abundant  outdoor  rec- 
reational opportunities  located  in  scenic  western 
Wisconsin.  The  Durand  Center  offers  the  family 
practitioner  the  autonomy  of  a private,  primary  care 
practice  plus  the  financial  and  professional  re- 
sources of  Marshfield  Clinic,  a 250-physician  multi- 
specialty group.  This  physician  would  enjoy  full  hos- 
pital privileges  at  the  local  hospital  in  Durand.  Ex- 
cellent salary  and  fringe  benefits.  Please  send  cur- 
riculum vitae  to: 

Robert  Peterson 

Director,  Regional  Centers 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  Wl  54449 

Or  you  may  call  collect  at  71 5-387-5498. 
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SOUTH  DAKOTA 


REPORT  ON  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  commission  met  with  the  majority  of  members  present 
on  November  5,  1986,  in  Pierre,  South  Dakota.  The  following 
business  items  were  discussed.  They  will  be  stated  and  the 
results  of  any  action  by  the  legislators  will  be  stated  after  it. 

BUSINESS  ITEMS 

1 . Anticipated  legislature  activities  of  the  South  Dakota  Chi- 
ropractic Association  — The  commission  recommended 
that  this  be  vigorously  opposed.  This  presented  as  SB  174 
and  258  and  both  were  defeated.  The  State  Health  De- 
partment’s Rules  Hearing  was  postponed  and  has  not  yet 
been  rescheduled. 

2.  Issuance  and  renewal  of  license  to  practice  medicine  or 
osteopathic  medicine  — This  was  presented  as  SB  103  and 
was  passed  and  signed  by  the  Governor. 

3 . Residents  certification  — This  was  introduced  as  HB  1156. 
It  provides  for  a limited  medical  certificate  called  a resident 
certificate,  after  July  1,  1987.  The  physician  will  not  re- 
ceive a full  medical  license  until  successfully  completing 
a residency  training  program.  This  was  signed  by  the  Gov- 
ernor. 

4.  Classifications  and  education  requirements  for  certain 
emergency  medical  technicians  — This  was  basically 
cleaning  up  and  updating  legislation,  but  in  addition,  adds 
a new  level  of  EMT  called  intermediate  skills.  This  was 
presented  as  HB  1192  and  passed  and  was  signed  by  the 
Governor. 

5.  Physical  therapy  license  fees  — This  bill  would  have  al- 
lowed the  Board  to  raise  the  application  and  examination 
fees  for  physical  therapists.  This  was  presented  as  HB  1193 
and  failed  to  pass  the  Senate. 

6.  Medical  association  introduces  HB  1210  — This  would 
clarify  the  time  of  commencement  of  the  two  year  statute 
of  limitations  in  certain  professional  malpractice  actions. 
This  was  killed  in  the  Senate  Judiciary  Committee  and 
deferred  to  the  41st  day. 

7.  Commission  suggested  that  the  SDSMA  introduce  the 
mandatory  collateral  source  rule  legislation — The  Council 
decided  not  to  act  on  this  recommendation,  however,  it 
was  introduced  by  other  sponsors  as  SBD  121.  This  was 
defeated. 

8.  Directed  donations  and  blood  bank  liability  — On  this 
issue  an  agreement  was  reached  whereby  the  SDSMA  did 
not  take  a position  on  SB  62  — The  Direct  Donation  Bill. 
In  return  for  this  agreement  the  sponsor  of  that  bill  also 
sponsored  our  Blood  Bank  Liability  Bill  — which  was  SB 
67.  Both  of  these  bills  passed. 

9.  Mandatory  seat  belts  — The  SDSMA  endorsed  this  bill. 
It  was  HB  1187  and  it  was  defeated. 

10.  Respiratory  therapists  — This  was  introduced  as  SB  142. 
The  bUl  addressed  the  concerns  of  the  SDSMA  and  we 
took  no  position  on  this.  It  was  defeated. 

1 1 . Licensure  of  radiologic  technologists  — No  legislation  was 
introduced  this  year. 

12.  Living  will  legislation  — This  was  introduced  as  HB  1319. 
It  was  defeated. 

13.  No  smoking  legislation  — Two  bills  were  introduced  in 
this  regard;  HB  1198  and  SBD  215.  Both  would  restrict 
smoking  in  certain  facilities  but  not  to  the  degree  called 
for  by  Ae  original  bills.  Both  signed  by  the  Governor. 

14.  Disclosure  of  financial  interests  in  heal^  care  facilities  — 
HB  1 145  was  introduced.  This  was  defeated  in  that  form 
but  did  pass  in  the  form  of  a House  Concurrent  Resolution 
#1036, 

HOUSE  CONCURRENT  RESOLUTION  #1036 

A concurrent  resolution,  requesting  certain  medical  profes- 
sionals to  disclose  certain  financial  interest  when  referring  pa- 
tients. 

Whereas,  certain  medical  professions  have  a financial 
interest  in  other  medical  facilities;  and 

Whereas,  it  may  be  the  medical  professional’s  recom- 


mendation to  refer  certain  patients  to  such 
other  medical  facilities;  and 

Whereas,  it  is  in  the  best  interests  of  both  the  medical 
professional  and  the  patient  that  any  such  re- 
ferral be  made  with  foil  knowledge  of  all  rel- 
evant circumstances: 

Now,  THEREFORE,  BE  IT  RESOLVED,  by  the  House  of  Rep- 
resentatives of  the  Sixty-second  Legislature 
of  the  state  of  South  Dakota,  the  Senate  con- 
curring therein,  that  no  physician,  surgeon, 
physician’s  assistant,  advanced  life  support 
personnel,  chiropractor,  dentist,  dental  hy- 
gienist, optometrist,  podiatrist,  registered 
nurse,  practical  nurse  or  physical  therapist 
may,  for  compensation,  or  otherwise,  refer  a 
client,  patient  or  customer  to  another  vendor 
of  goods  or  services  in  which  the  referring 
party  has  a significant  financial  interest,  un- 
less the  referring  party  first  discloses  to  the 
client,  patient  or  customer  the  existence  of  the 
financial  interest  and  such  other  referral  op- 
portunities as  may  exist, 

15.  University  of  South  Dakota  School  of  Medicine  and  fund- 
ing for  residency  programs  — The  medical  school  did  not 
receive  the  total  increase  requested,  but  did  get  an  addi- 
tional $60,000.00.  However,  their  budget  was  not  cut  in 
the  same  manner  as  most  all  other  state  schools. 

Respectfully  submitted, 

Ronald  R.  Tesch,  M.D.,  Chairman 
Commission  on  legislation  & 
Governmental  Relations 

The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations.  Fur- 
ther clarification  of  certain  bills  was  provided.  The  Reference 
Committee  recommends  the  acceptance  of  this  report. 

REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICE 

The  Commission  on  Medical  Service  met  once  during  the 
past  year,  on  September  16,  1986,  in  Sioux  Falls.  At  that  time 
data  on  the  number  of  physicians  and  allied  health  personnel 
was  reviewed.  For  some  time  the  Conunission  has  been  in 
contact  with  the  State  Divison  of  Emergency  and  Disaster  Serv- 
ice trying  to  formulate  a plan  for  South  Dakota  which  defines 
physician  involvement.  It  was  decided  that  until  the  State  de- 
veloped specific  plans  requiring  physician  participation  and 
until  such  time  as  they  submit  a specific  request  for  assistance, 
the  Medical  Association  will  not  proceed  further. 

Concerns  regarding  insurance  companies  and  insurance  pro- 
grams is  a major  consideration  for  this  Commission.  Currently 
information  on  Blue  Shield’s  explanation  of  benefit  forms  and 
the  preadmission  requirements  of  other  insurance  programs  is 
being  studied  and  discussed,  and  these  will  be  considered  fur- 
ther during  the  coming  year. 

The  Commission  also  discussed  long  term  care  in  South 
Dakota,  particularly  the  perceived  increase  in  costs  and  the 
possibility  of  rationing  the  number  of  nursing  home  beds.  The 
Commission  also  reviewed  a CDC  grant  awarded  to  the  Health 
Department  for  diabetes  education,  and  expressed  concern  to 
the  physicians  on  the  Advisory  Committee  that  the  money  be 
used  for  direct  patient  care  rather  than  administrative  services. 

Respectfully  submitted, 

Jerry  Freeman,  M.D.,  Chairman 
Commission  on  Medical  Service 

The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Medical  Service.  The  committee  unanimously 
recommends  that  the  Commission  on  Medical  Service  aggres- 
sively pursue  the  investigation  of  pre-admission  requirements 
from  the  standpoint  of  the  physician  being  the  patient’s  true 
advocate  and  that  such  requirements  if  they  must  exist  be  in- 
dividualized and  flexible  in  order  to  apply  reasonably  to  the 
unique  practice  conditions  existing  in  South  Dakota.  The  Ref- 
erence Committee  recommends  that  this  report  be  accepted  with 
the  above  recommendation. 
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South  Dakota 
Foundation  for 
mediool  Core 


SDFMC  Implements  Measures  to  Improve 
Communication  in  the  Physician  Peer  Review  Process 

SDFMC  has  implemented  several  steps  to  improve  and 
encourage  communication  between  the  attending  physician  and 
physician  advisor  when  denial  notices  are  issued  or  quality  of  care 
problems  are  identified. 

The  Regional  Review  Coordinator  will  now  telephone  the 
attending  physician’s  office  to  report  to  the  attending  physician  any 
potential  problems  that  have  been  identified  by  the  physician 
advisor. 

At  the  time  of  this  call,  the  Regional  Review  Coordinator  will  also 
encourage  the  attending  physician  to  provide  any  clarification  to  the 
physician  advisor  within  the  next  seven  days.  This  call  will  be 
followed  with  a mailing  to  the  attending  physician  with  a written 
explanation  of  the  potential  problem  in  the  form  of  a preliminary 
denial  and/or  preliminary  quality  of  care  notice.  The  intent  of  this 
notice  is  to  encourage  the  attending  physician  to  clarify  the  situation 
and  get  the  problem  resolved  within  15  days. 


REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  Commission  on  Scientific  Medicine  met  on  September 
19,  1986,  and  reviewed  the  evaluations  of  the  1986  Annual 
Meeting.  The  Chairman  reported  on  his  visit  to  the  Red  Cross 
Transplant  Donor  Service  in  St.  Paul,  MN.  Based  upon  this 
visit  and  subsequent  input,  the  Chair  suggested  and  the  Com- 
mission approved  the  topic  for  the  1987  Scientific  Session  of 
the  Annual  Meeting  be  “Transplantation  for  the  80’s  and  Be- 
yond.” 

The  continuing  question  of  whether  x-rays  should  only  be 
taken  by  certified  technologists  was  again  reviewed.  The  Com- 
mission voted  to  support  the  Executive  Commission’s  recom- 
mendation to  obtain  further  information  from  the  Minnesota 
Medical  Association  about  their  educational  program  in  this 
area.  In  addition,  the  Commission  felt  that  appropriate  insti- 
tutions should  be  found  to  help  sponsor  this  program  in  South 
Dakota. 

A resolution  from  the  New  Mexico  Medical  Society  calling 
for  all  State  Medical  Associations  to  support  their  recommen- 
dation for  annual  physical  examinations  (including  pelvic  ex- 
aminations and  cervical  smears)  for  all  women  was  discussed. 
The  Commission  voted  to  recommend  to  the  Council  that  the 
South  Dakota  State  Medical  Association  support  the  conclu- 
sions of  the  AMA’s  Council  on  Scientific  Medicine  as  published 
in  the  March  25,  1983,  issue  of  JAMA. 

The  Commission  considered  previously  introduced  legisla- 
tion regarding  the  donation  of  tissue  and  organs  for  transplan- 
tation. The  Commission  recommended  to  the  Council  that  the 
CouncU  direct  the  Association’s  Chief  Executive  Officer  to 
work  with  South  Dakota  Hospital  Association  in  an  attempt  to 
help  create  acceptable  legislation  to  encourage  the  donation  of 
organs  and  tissue  for  transplantation  in  SouA  Dakota. 

Respectfully  submitted, 

Robert  R.  Raszkowski,  M.D.,  Ph.D.,  Chairman 

Commission  on  Scientific  Medicine 


FAMILY  PRACTICE 

NO  lAAMEDlATE  INVESTMENT:  Salary  guar- 
antees,  financial  and  other  incentives  of- 
fered. One  physician  practicing,  seeking  sec- 
ond, possibly  third,  physician  to  ov/n  and 
operate  own  clinic.  Modern,  well-equipped, 
financially  sound  20-bed  hospital  with  at- 
tached clinic  and  ICF  facility.  Excellent  EMT 
rescue  unit.  Strong  market  area  with  tre- 
mendous potential.  Ambitious,  supportive 
community  proud  of  its  medical  services.  Rec- 
reation includes  golf,  tennis,  racquetball, 
fishing,  hunting,  water  skiing,  movie  theater, 
supper  club,  and  civic  organizations.  North 
Central  Accredited  public  school  system.  Fine 
family  community.  Contact: 

Mike  Shafer,  Administrator 

Fritzer  Memorial  Hospital 
P.  O.  Box  218 
Oxford,  Nebraska  68967 
Phone:  (308)  824-3271 


The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Scientific  Medicine.  The  Committee  noted  the  report 
concerning  radiologic  technologists . The  Reference  Committee 
recommends  acceptance  of  this  portion  of  the  report.  The  Ref- 
erence Committee  considered  the  recommendation  concerning 
the  resolution  from  the  New  Mexico  Medical  Society  concerning 
physical  examinations  of  women  on  an  annual  basis  (including 
pelvic  examinations  arui  cervical  smears).  The  Reference  Com- 
mittee would  recommend  support  of  the  New  Mexico  resolution, 
if  confirmed  by  1987  scientific  data,  rather  than  the  attached 
report  of  the  AMA’s  Council  on  Scientific  Medicine  published 
in  the  March  25,  1983,  issue  of  JAMA.  The  Reference  Com- 
mittee recommends  acceptance  of  this  report  including  the  above 
statement  on  annual  physical  examinations  for  women. 

REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

The  Commission  on  Internal  Affairs,  Communications  and 
Liaison  functioned  as  a commission  with  several  phone  con- 
versations and  activities  directed  throughout  the  year  as  well 
as  a meeting  on  September  4,  1986. 

The  major  impetus  to  our  activities  in  the  first  half  of  the 
year  was  the  operation  of  the  “Doctor  of  the  Day”  program 
for  the  State  Medical  Association.  Under  the  guidance  of  Mr. 
Lorin  Pankratz,  Director,  Governmental  Affairs,  the  program 
in  1986,  and  again  for  1987,  has  been  a great  success.  The 
program  was  initially  established  in  1986.  There  were  109 
medical  contacts  made  during  the  35  days,  and  44  individual 
legislators,  26  representatives  and  18  senators,  were  seen  for 
medical  reasons.  There  were  several  other  visitors  to  the  Capitol 
Budding,  pages,  etc.  that  were  also  seen  and  cared  for  by  our 
physicians. 

During  the  1987  Session  45  individual  legislators  were  seen 
for  medical  reasons;  1 Lt.  Governor,  15  Senators  and  29  Rep- 
resentatives. Multiple  visits  ranged  from  two  to  a maximum  of 
eight,  with  19  legislators  being  seen  more  than  one  time.  An 
additional  37  people  affiliated  with  the  legislative  process  were 
seen  which  brings  the  total  number  of  medical  contacts  to  150. 
This  year  two  non-legislators  were  sent  to  the  hospital,  one  for 
an  apparent  viral  infection  and  the  other  fell  and  broke  her  arm. 
It  was  deemed  a great  success  in  1986;  and  to  date  in  1987,  it 
has  been  even  a greater  success.  The  physicians  participating 
in  the  program  have  had  good  positive  comments  about  their 
experience  in  Pierre,  not  only  medicaUy,  but  as  a learning 
opportunity  for  them  in  relationship  to  how  our  state  govern- 
ment works.  In  relationship  to  the  participating  legislators, 
again  only  positive  comments  have  been  heard  in  relationship 
to  the  operation  of  the  clinic. 

It  is  the  recommendation  of  the  Commission  on  Internal 
Affairs,  Communications  and  Liaison  that  the  State  Medical 
Association  continue  to  offer  this  service  to  our  state  legislators 
during  the  upcoming  legislative  sessions  in  future  years.  The 
Commission  wdl  review  the  1987  program  following  its  com- 
pletion, and  suggestions  and  ideas  will  be  taken  into  account 
and  appropriate  developments  for  the  program  in  the  future  will 
be  made  as  necessary. 

The  Commission  met  for  official  business  at  the  Ramkota 
on  September  4,  1986.  Several  items  were  covered  including 
an  oral  report  by  Dr.  VanDemark  on  the  present  status  of  the 
South  Dakota  Journal  of  Medicine.  This  was  accepted  for  in- 
formation. The  year-to-date  financial  report  was  reviewed  for 
the  State  Medical  Association  and  accepted.  Motion  was  sec- 
onded and  carried  that  it  be  accepted.  Mr.  Pankratz  then  re- 
ported to  the  Commission  on  IC  Systems  and  appropriate  rec- 
ommendations were  made  to  the  Council.  Following  this  a 
video  tape,  which  was  previously  produced  by  the  Oldahoma 
State  Medical  Association  entitled  “Preserving  Tradition,  Em- 
bracing Change,”  was  reviewed  and  it  was  recommended  that 
we  purchase  this  tape  and  use  it  as  a tool  for  public  relations. 
Several  other  radio  spots  were  reviewed  and  it  was  agreed  that 
these  should  be  sent  out  to  the  state  membership  for  their  perusal 
and  potential  use  as  members  of  the  State  Association  and  on 
behalf  of  the  South  Dakota  State  Medical  Association. 

Further  discussion  concerning  the  public  relations  program 
was  held  and  after  lengthy  consideration  it  was  moved,  sec- 
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ended  and  passed  that  the  Commission  recommend  to  the  Coun- 
cil that  a 5 year  program  concerning  public  relations  be  de- 
veloped by  the  State  Medical  Association  to  promote  the  image 
of  medicine  in  the  state.  It  will  be  the  duty  of  this  Commission 
in  its  upcoming  meeting  to  establish  appropriate  guidelines  and 
subsequent  operation  of  this  public  relations  program.  Part  of 
this  will  include  meeting  with  representatives  from  the  AMA 
Public  Relations  Department  for  further  considerations. 

The  Commission  also  dealt  with  communications  concerning 
chiropractic  advertisements.  This  was  discussed  in  great  depth 
as  well. 

The  Commission  report  also  includes  a report  of  the  Health 
Career  Grant  Fund  and  its  activities  for  1986.  Attached  you 
will  find  the  financial  report  concerning  that  fund. 

The  Commission  also  reports  the  following  physicians  all  of 
whom  have  been  active  members  of  the  South  Dakota  State 
Medical  Association  and  have  passed  away  within  the  last  year. 
They  include: 

V.  R.  Vonburg,  M.D.,  formerly  of  Mitchell 

John  McGreevy,  M.D.,  Sioux  Falls 

W.  D.  Trumpe,  M.D.,  Ft.  Meade 

James  Alexander,  M.D.,  Aberdeen 

B.  T.  Lenz,  M.D.,  Huron 

Thorwald  R.  Anderson,  M.D.,  Sioux  Falls 

The  Commission  on  Internal  Affairs,  Communications  and 
Liaison  also  deals  directly  with  the  Budget  and  Audit  Com- 
mittee and  its  financial  reports  of  the  State  Medical  Association, 
its  general  fund  and  building  fund.  The  Budget  Committee  met 
January  8th  with  the  Executive  Commission  and  the  budget  for 
the  past  year,  as  well  as  the  upcoming  year,  was  reviewed  in 
depth.  TWs  did  include  the  general  fund,  the  building  fund  and 
potential  need  for  more  building  space.  The  Budget  and  Audit 
Committee  which  consists  of  the  Executive  Commission  and 
Audit  Committee  which  consists  of  the  Executive  Commission 
and  the  Chairman  of  this  Commission  met  on  January  8,  1987, 
and  after  considerable  discussion  the  budget  as  proposed  and 
written  was  unanimously  supported  by  the  Budget  Committee. 
It  was  recommended  that  this  be  accepted  by  the  State  Medical 
Association.  There  being  no  other  business  for  the  Commission 
on  Internal  Affairs,  Communications  and  Liaison,  this  then 
would  end  my  report. 

Respectfully  submitted, 

Clark  W.  Likness,  M.D.,  Chairman 
Commission  on  Internal  Affairs, 
Communications  and  Liaison 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Internal  Affairs,  Communications  and  Liaison.  The 
Committee  would  encourage  all  district  medical  societies  to 
utilize  the  video  tape  “Preserving  Tradition,  Embracing 
Change,  ’ ’ which  is  available  from  the  State  office,  in  their 
continuing  public  relations  programs.  The  Reference  Commit- 
tee recommends  the  acceptance  of  this  report. 

HEALTH  CAREER  GRANT  FUND 
FINANCIAL  REPORT 

Balance  in  Savings  Account 

3-01-86  $ 3,665.73 

Income 

Interest  $ 248.45 

Principal  1,008.38 

1,256.83 
$1,256.83  $ 4,922.56 


#553  6 months 

due  7-05-87  (5.5%) 
#1266  2.5  years 

19,708.26 

due  6-09-88  (6.5%) 
Interest  Earned  on  CD’s 

6,734.40 

#1423 

$ 632.65 

#553 

1,217.89 

#1266 

411.02 

$2,261.56 

Assets  3-01-87 

Savings  Account 

$ 2,922.56 

Certificates  of  Deposit 

35,923.49 

Outstanding  loans 

2,582.56 

$41,428.61 

1987-1988  BUDGET 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
GENERAL  FUND 


BUDGETED 

PROPOSED 

ITEM 

86-87 

87-88 

INCOME 

State  Dues 

$200,000.00 

$244,125.00 

Annual  Meeting 

25,000.00 

30,000.00 

Refunds  & Misc. 

8,000.00 

8,000.00 

Car  Reimbursement 

500.00 

500.00 

Continuing  Medical  Education 

1,000.00 

1,000.00 

Salary  Reimbursement 

25,000.00 

25,000.00 

Other  Programs 

7th  District  Salary 

1,350.00 

1,350.00 

Reimbursement 

Equipment  Replacement  Fund 

2,800.00 

2,800.00 

Medical  Student  Dues 

600.00 

1,000.00 

Interest 

31,000.00 

35,000.00 

Other  (Alumni) 

5,000.00 

7,000.00 

$300,250.00 

$355,975.00 

EXPENSES 

Salaries 

$140,000.00 

$155,000.00 

Social  Security 

7,900.00 

8,500.00 

Legal  & Audit 

9,000.00 

10,000.00 

Telephone 

3,000.00 

4,500.00 

Office  Supplies 

10,500.00 

12,000.00 

Dues  & Subscriptions 
Physicians’  Travel 

1,000.00 

1,300.00 

14,000.00 

15,500.00 

Annual  Meeting 

25,000.00 

30,000.00 

Public  Relations 

8,000.00 

10,500.00 

Journal  Subsidy 

10,000.00 

10,000.00 

Postage 

7,000.00 

7,500.00 

Miscellaneous 

100.00 

100.00 

Legislation 

5,000.00 

7,500.00 

Staff  Travel 

12,000.00 

13,000.00 

Insurance 

4,000.00 

3,000.00 

Retirement/Fringe 

35,000.00 

38,000.00 

Car  Operation  & Maintenance 

3,000.00 

3,000.00 

Auxiliary  Newsletter 

1,600.00 

1,600.00 

Employment  Tax 

850.00 

850.00 

Continuing  Medical  Education 

750.00 

750.00 

Income  Tax 

300.00 

500.00 

Medical  Student  Fund 

600.00 

1,000.00 

298,600.00 

332,600.00 

Reserve 

1,650.00 

21,875.00 

$300,250.00 

$355,975.00 

Expense 

4 Grants  @ $500.00 


Balance  in  Savings  Account 
3-01-87 

Certificates  of  Deposit 
#1423  1 year 

due  2-27-88  (5.6%) 


2,000.00 

$2,000.00  $ 2,922.56 

$ 2,922.56 
$ 9,480.83 


1987-1988  BUDGET 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 
INCOME 


ITEM 


BUDGETED 

86-87 


PROPOSED 

87-88 


Advertising 

Subscription 


$22,500.00  $22,000.00 

1,000.00  1,000.00 
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Refunds 

720.00 

720.00 

Journal  Subsidy 

10,000.00 

10,000.00 

Miscellaneous 

900.00 

4,500.00 

$35,120.00 

$38,220.00 

EXPENSES 

BUDGETED 

PROPOSED 

ITEM 

86-87 

87-88 

Salaries 

$ 2,200.00 

$2,200.00 

Legal  & Audit 

100.00 

100.00 

Social  Security 

75.00 

75.00 

Telephone 

125.00 

100.00 

Postage 

2,000.00 

2,250.00 

Office  Supplies  & Printing 

30,520.00 

33,395.00 

Travel 

100.00 

100.00 

$35,120.00 

$38,220.00 

1987-1988  BUDGET 

BUILDING  FUND 

BMCOME 

BUDGETED 

PROPOSED 

ITEM 

86-87 

87-88 

Foundation  Rent 

$18,020.00 

$18,000.00 

Board  of  Exam.  Rent 

5,100.00 

5,600.00 

Interest  Income 

14,000.00 

14,000.00 

$37,120.00 

$37,600.00 

EXPENSES 

BUDGETED 

PROPOSED 

ITEM 

86-87 

87-88 

Salaries 

$19,770.00 

$20,950.00 

Legal  & Audit 

2,250.00 

2,250.00 

Social  Security  Taxes 

5,600.00 

5,600.00 

Utilities 

4,000.00 

4,000.00 

Maintenance  & Supplies 

4,000.00 

3,600.00 

Insurance 

1,500.00 

1,200.00 

$37,120.00 

$37,600.00 

One  Time  Building  Maintenance  and  Repair 

(water  problems  & carpeting) 

7,000.00 

REPORT  OF  THE  COMMISSION  ON 
PROFESSIONAL  LIABILITY 

The  State  Malpractice  Insurance  Commission  met  on  October 
17,  1986,  with  this  report  being  given  to  the  Council  Meeting 
on  November  21,  1986. 

1.  Of  grave  concern  to  the  Commission  was  the  Statute  of 
Limitations  that  was  being  challenged  by  continuing  treat- 
ment of  a patient.  Legislation  was  developed  to  reject  the 
continuing  treatment  rule  which  will  protect  our  present 
Statute  of  Limitations  in  South  Dakota.  This  bill  was  de- 
feated so  there  is  no  change  in  the  Statute  of  Limitations. 

2.  Mandatory  Collateral  Source  Rule:  The  Commission  felt 
that  it  was  still  an  important  part  of  any  torte  reform  package. 
It  was  therefore  discussed  at  the  November  Council  Meet- 
ing, but  it  was  felt  at  this  time  the  climate  was  such  that 
we  should  not  re-introduce  Mandatory  Collateral  Source 
Rule. 

3.  Periodic  Payments:  In  the  1986  legislative  session  the  Man- 
datory Periodic  Payment  Bill  was  passed  if  settlement  over 
$100,000.00.  However,  in  the  last  legislative  session,  this 
was  repealed. 

Respectfully  submitted, 

F.  G.  Alvine,  M.D.,  Chairman 
Commission  on  Professional  Liability 

The  Reference  Committee  reviewed  the  Report  of  the  Commis- 
sion on  Professional  Liability.  The  Reference  Committee  would 
recommend  that  the  State  Medical  Association  develop  legis- 
lation to  reject  the  continuing  treatment  rule  and  vigorously 
support  this  legislation  in  Pierre.  The  Reference  Committee 
recommends  the  acceptance  of  this  report. 


REPORT  OF  THE  COMMITTEE  FOR  CONTINUING 
MEDICAL  EDUCATION 

The  Committee  for  Continuing  Medical  Education,  having 
no  formal  business  to  transact  during  the  time  since  the  last 
annual  meeting,  has  not  met.  However,  the  Committee  will  be 
called  to  meet  in  the  near  future  to  consider  whether  the  As- 
sociation should  continue,  because  of  potential  financial  im- 
positions, to  accredit  only  the  Scientific  Session  of  the  Annual 
meeting,  or  whether  this  service  should  be  requested  from  the 
USD  School  of  Medicine.  In  addition,  a reaccreditation  site 
survey  for  two  hospitals  and  an  initial  accreditation  survey  for 
one  hospital  wUl  be  scheduled  before  the  end  of  this  year. 

Respectfully  submitted, 

Robert  R.  Raszkowski,  M.D.,  Ph.D.,  Chairman 

Committee  for  Continuing  Medical  Education 

The  Reference  Committee  reviewed  the  report  of  the  Committee 
for  Continuing  Medical  Education  and  recommended  accept- 
ance of  this  report. 

REPORT  OF  THE  GRIEVANCE  COMMISSION 

The  Grievance  Commission  has  met  several  times  during  the 
past  year  to  deal  with  confidential  complaints  concerning  pa- 
tient care. 

As  the  complexities  of  providing  health  care  in  these  times 
increases,  the  complexities  of  matters  dealt  with  by  this  Com- 
mission, likewise  increase.  The  Commission  is  dealing  more 
and  more  with  “ethical”  issues  concerning  interactions  be- 
tween physicians,  as  I mentioned  a year  ago  in  my  report. 

Those  serving  on  the  Commission  are  utilizing  their  time 
and  experience  as  physicians  and  officers  of  this  association  in 
reaching  their  conclusions  and  deliberations. 

I want  to  again  thank  the  members  of  the  Grievance  Com- 
mission for  their  extraordinary  efforts  in  serving  in  this  capac- 
ity. 

Respectfully  submitted. 

Grievance  Commission 

Bruce  Lushbough,  M.D.,  Chairman 

Durward  Lang,  M.D. 

Joseph  Hamm,  M.D. 

Howard  Saylor,  Jr.,  M.D. 

Richard  Gere,  M.D. 

The  Reference  Committee  reviewed  the  report  of  the  Grievance 
Commission  and  recommended  acceptance  of  this  report. 

REPORT  OF  THE  LONG  RANGE  PLANNING 
COMMITTEE 

The  Long  Range  Planning  Committee  of  the  SDSMA  did 
not  meet  during  this  past  year.  We  do  anticipate  that  a meeting 
will  be  held  in  the  1987-88  year  to  review  the  mission  of  this 
committee  and  discuss  any  pertinent  items. 

Respectfully  submitted, 

David  A.  Smith,  M.D.,  Chairman 
Long  Range  Planning  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Long  Range 
Planning  Committee  and  recommended  acceptance  of  this  re- 
port. 

REPORT  OF  THE  SOUTH  DAKOTA  POLITICAL 
ACTION  COMMITTEE 

The  SoDaPAC  Board  of  Directors  has  had  several  meetings 
and  conference  calls  since  the  annual  meeting  of  the  State 
Medical  Association,  June  6,  1986. 

In  the  primary  election  SoDaPAC  contributed  $3,600.00  to 
seventeen  candidates  for  the  South  Dakota  legislature.  Eleven 
of  those  candidates  won  for  a success  rate  of  65%.  The  average 
contribution  was  $212.00.  All  eleven  candidates  were  suc- 
cessful in  the  general  election  and  one  of  them,  Walter  Dale 
Miller,  was  elected  Lieutenant  Governor. 

SoDaPAC  also  contributed  $3,000.00  to  George  Mickelson 
in  the  Gubernatorial  race  and  recommended  that  AMP  AC  con- 
tribute the  maximum  amount  ($5,000.00)  to  Bill  Janklow  for 
the  US  Senate  and  Don  Frankenfeld  for  US  Congress  in  the 
primary  election. 
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July  9,  1986,  the  Board  of  Directors  met  in  Sioux  Falls  in 
preparation  for  the  general  election  candidate  support  review 
with  the  following  successful  primary  candidates:  US  Senate, 
Jim  Abdnor  and  Tom  Daschle.  US  Congress,  Dale  Bell  and 
Tim  Johnson.  Based  on  SoDaPAC’s  recommendations 
AMP  AC  contributed  $5,000.00  each  to  Jim  Abdnor  for  the  US 
Senate  seat  and  Tim  Johnson  for  the  US  Congress  seat.  Fol- 
lowing the  general  election,  AMP  AC  received  a request  to  help 
Congressman  Johnson  reduce  his  campaign  debt.  SoDaPAC 
recommended  that  a contribution  be  made  and  as  a result  John- 
son received  an  additional  $2,900.00,  which  amounted  to  10% 
of  his  debt,  (the  maximum  amount  allowed  for  campaign  debts). 
The  Board  also  had  a request  from  Senator  Tom  Daschle, 
following  the  general  election,  for  help  in  defraying  his  cam- 
paign debt.  The  Board  recommended  that  SoDaPAC  request 
the  maximum  amount  allowed  from  AMP  AC. 

SoDaPAC  contributed  $7,200.00  to  fifty  one  candidates  for 
the  State  Legislature  in  the  general  election.  Thirty  nine  of 
those  candidates  were  elected  for  a success  rate  of  76%.  The 
average  contribution  was  $141.00. 

George  Mickelson  received  an  additional  $3,500.00  from 
SoDaPAC  and  a $200.00  contribution  was  made  to  Attorney 
General  candidate  Roger  Tellingheuisen. 

In  fiscal  year,  January  1,  1986  to  December  31,  1986,  our 
total  income  from  dues  was  $17,435.00,  of  which  $8,230.00 
was  forwarded  to  AMPAC  with  a $765.00  rebate  from 
AMP  AC. 

SoDaPAC  received  a contribution  of  $300.00  for  the  edu- 
cational account  from  the  Aberdeen  District  Medical  Society. 

Your  continued  financial  and  personal  support  is  essential 
for  SoDaPAC’s  continued  support  of  candidates  who  are  willing 
to  work  for  and  with  the  medical  profession. 

Respectfully  submitted, 
Marlys  Porter,  Chairman 
SoD^AC 

The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Political  Action  Committee  and  recommended  accept- 
ance of  this  report. 

REPORT  OF  THE  BOARD  OF  DIRECTORS 
OF  THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

The  annual  meeting  of  the  Board  of  Directors  of  the  South 
Dakota  Medical  School  Endowment  Association  was  held  in 
conjunction  with  the  annual  meeting  of  the  South  Dakota  Med- 
ical Association  in  Rapid  City  on  June  5,  1986.  The  Board 
elected  officers;  approved  the  financial  report  and  limited  loans 
to  students  of  the  University  of  South  D^ota  School  of  Med- 
icine, or  students  of  the  school  who  transferred.  Further  action 
by  the  Board  designated  the  $35,000.00  be  distributed  as  loans 
to  students  during  the  academic  year  of  1986-87.  It  also  rec- 
ommended that  the  School  of  Medicine  divide  the  Wulbers 
Grant  between  two  students  selected  for  the  award  instead  of 
three  because  of  the  diminished  income  from  the  fund  for  the 
year. 

Eighty-two  students  were  granted  loans  totaling  $35, OCX). 00 
during  the  1986-87  academic  year.  The  loans  ranged  between 
$250.00  and  $900.00.  The  average  loan  amounted  to  $427.00. 
Loans  were  tailored  to  imperative  needs  and  interest  rates  were 
continued  at  6%  per  annum  to  maximize  the  impact  of  the  loan. 
The  Board  expanded  the  list  of  prospective  donors  to  previous 
recipients  of  loans  and  previous  donors  who  resided  outside  of 
the  state  of  South  Dakota. 

Dr.  Loren  Amundson  represented  the  University  of  South 
Dakota  School  of  Medicine  Foundation;  Dr.  Raymond  Lynn 
and  Dean  Robert  H.  Quinn,  M.D.  represented  the  University 
of  South  Dakota  School  of  Medicine  at  the  meeting. 

As  in  the  recent  past,  Federal  funds  comprise  the  major 
source  of  student  loans.  Budget  constraints  threaten  to  diminish 
this  source  which  is  already  inadequate,  as  well  as  too  costly 
for  our  students.  Private  funds  are  essential.  The  South  Dakota 
Medical  School  Endowment  Association  continues  to  be  a lim- 
ited but  critical  provider  of  financial  support  for  our  students. 
The  Board  expresses  its  profound  gratitude  to  the  physicians 


and  others  who  supported  the  Endowment  Association  efforts 
during  the  past  year. 

Respectfully  submitted. 

The  Board  of  Directors 
Bruce  H.  Allen,  M.D. 

Robert  R.  Giebink,  M.D. 

Warren  L.  Jones,  M.D. 

Bruce  C.  Lushbough,  M.D. 

Gerald  E.  Tracy,  M.D. 

Joseph  N.  Hamm,  M.D.,  President 

The  Reference  Committee  reviewed  the  report  of  the  Board  of 
Directors  of  the  South  Dakota  Medical  School  Endowment  As- 
sociation and  recommended  acceptance  of  this  report. 

REPORT  OF  THE  PHYSICIAN’S  AID  COMMITTEE 

The  Physicians’  Aid  Committee  continues  to  meet  on  both 
a formal  and  informal  basis. 

During  the  past  year  physicians,  auxiliary  members,  hospital 
administrators  and  pharmacists  received  the  updated  brochure 
on  the  Physician  Rehabilitation  Program  for  South  Dakota.  The 
Conunittee  feels  it  is  important  that  the  medical  community 
realize  not  only  the  seriousness  of  problems  with  impaired 
physicians,  but  also  the  availability  of  help. 

The  Committee  continues  to  offer  its  assistance  in  anyway 
possible  to  the  impaired  physician,  family  or  friends. 

A special  thank  you  is  extended  to  Dr.  David  Yecha  who  so 
capably  served  as  chairman  of  this  committee  for  the  past  few 
years. 

Respectfully  submitted, 

RicWd  I.  Porter,  M.D.,  Chairman 
Physician’s  Aid  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Physician’s 
Aid  Committee  and  recommended  acceptance  of  this  report. 


Family/General 
Practice  Physician 

to  join  another  Family  Practice 
Physician  in  small  western  South 
Dakota  community.  Medical  cen- 
ter is  new.  Thirty  bed  hospital  and 
nursing  home.  Salary  and  finan- 
cial arrangements  are  negotiable, 
guaranteed  minimum. 

Contact: 

John  Knecht,  M.D. 

Martin  Medical  Center 
P.O.  Box  K 

Martin,  South  Dakota  57551 
(605)  685-6868 
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REPORT  OF  THE  MEDICAL/LEGAL  COMMITTEE 

The  Medical/Legal  Committee  met  in  the  spring  of  1986, 
and  the  fall  of  1986,  and  has  met  one  time  in  1987,  March 
20th.  The  content  of  the  meetings  has  been  directed  towards 
several  topics.  There  has  been  discussion  regarding  legislation 
on  Tort  Reform,  Living  Will  and  the  Uniform  Anatomical  Gift 
Act.  Much  of  the  committee’s  work  has  been  centered  around 
organizing  and  planning  joint  cooperative  meetings  at  the  dis- 
trict level  between  the  State  Bar  and  the  State  Medical  Asso- 
ciation members.  Such  a meeting  is  planned  for  early  fall  of 
1987,  with  the  Seventh  District  Medical  Society  and  the  mem- 
bers of  the  State  Bar  in  the  Sioux  Falls  area.  Program  content 
for  this  joint  effort  will  be  directed  at  clarifying  some  of  the 
content  of  the  Interprofessional  Code  for  Physicians  and  At- 
torneys of  South  Dakota,  and  a questionnaire  is  being  prepared 
for  distribution  to  the  lawyers  and  doctors  at  least  on  a selective 
basis  in  South  Dakota.  The  results  of  this  questionnaire  will 
be  tabulated  and  hopefully  can  be  incorporated  into  the  program 
content  for  the  joint  meeting. 

Initial  discussion  was  held  at  our  last  meeting  with  regards 
to  nonmeritorious  lawsuits  and  how  this  committee  might  in- 
terface with  the  problem  as  it  exists  in  South  Dakota  and  provide 
a source  for  better  communication  between  the  two  professions 
and  perhaps  avoid  some  of  the  current  pitfalls.  This  committee 
will  be  meeting  again  in  July  1987,  to  finalize  plans  for  the 
Seventh  District  joint  meeting  and  discuss  further  action  re- 
garding nonmeritorious  lawsuits. 

Respectfully  submitted, 

Jerry  L.  Walton,  M.D.,  Chairman 
Medical/Legal  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Medical! 
Legal  Committee  and  recommended  acceptance  of  this  report. 


FAMILY  PRACTITIONER 


Mobridge  Medical  Clinic  is  seeking  a family 
practitioner  to  join  a well-established  group 
practice  consisting  of  two  family  practition- 
ers, one  general  surgeon  and  one  internist. 
Mobridge  is  located  in  a rural  area  with  ex- 
cellent hunting,  fishing,  and  outdoor  recre- 
ational opportunities.  The  area  is  served  by 
Mobridge  Regional  Hospital,  a well-equipped 
52  bed  facility  which  serves  a community  of 
30,000  people.  Excellent  salary  plus  fringe 
benefits.  Please  send  curriculum  vitae  to: 

Dale  Myren,  Administrator 

Mobridge  Medical  Clinic 
P.  O.  Box  520 
414  West  First  Avenue 
Mobridge,  South  Dakota  57601 

Or  phone  collect:  605-845-2962 


REPORT  OF  THE  ARCHIVES  & 

HISTORY  COMMISSION 

There  has  been  no  meeting  of  the  Archives  & story  Com- 
mittee. The  Executive  Office  has  gathered  and  moved  addi- 
tional archives  to  the  Center  for  Western  Studies  at  Augustana 
College. 

Respectfully  submitted, 

David  Buchanan,  M.D.,  Chairman 
Archives  & History  Commission 

The  Reference  Committee  reviewed  the  report  of  the  Archives 
& History  Commission  and  recommended  acceptance  of  this 
report. 

REPORT  OF  THE  LIAISON  COMMITTEE 

The  SDSMA  Liaison  Committee  held  its  first  meeting  on 
Tuesday,  November  18,  1986.  In  addition  to  members  of  the 
committee  and  staff  in  attendance,  the  guests  included  Kath- 
erine Kinsman,  Secretary  of  Health  and  Carl  Johnson,  M.D., 
the  Medical  Director  of  the  South  Dakota  Department  of  Health. 
Dr.  Robert  Quiim,  Dr.  Robert  Talley  and  Dr.  W.  F.  Stanage 
appeared  on  behalf  of  the  medical  school.  A number  of  items 
pertaining  to  the  Department  of  Health  were  discussed.  It  was 
the  general  feeling  of  those  in  attendance  that  a closer  liaison 
between  the  Department  of  Health  and  the  SDSMA  should  be 
established. 

Subjects  of  interest  discussed  were  selecting  physicians  to 
provide  family  planning  examination;  the  revisions  of  the  county 
health  officer  statutes;  non  smoking  legislation  and  develop- 
mental screening  processes. 

Specific  items  acted  on  by  the  committee  included  revisions 
to  the  county  health  officer  statutes.  Dr.  Carl  Johnson  remarked 
that  current  law  is  old,  relevance  is  questionable  with  authority 


UROLOGIST 

VA  Medical  Center,  Lincoln,  Nebraska  seeking  board 
certified  or  board  eligible  urologist  for  progressive, 
affiliated  180  bed  medical  center.  Center  is  affili- 
ated with  University  of  Nebraska  for  urology  resi- 
dency program.  Salary  and  bonus  pay  commen- 
surate with  training  and  experience.  Licensure  any 
state.  Must  meet  English  proficiency  requirement. 
Allowable  moving  expenses  payable. 

Write  or  call:  402-489-3802,  ext.  229. 

Chief,  Surgical  Service 
VA  Medical  Center 
600  S.  70th  Street 
Lincoln,  NE  68510 

Equal  opportunity  employer 
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recognized  at  county  level  which  is  neither  utilized  nor  prac- 
tical. The  motion  was  made,  seconded  and  passed  that  the 
committee  recommend  to  the  council  that  the  SDSMA  work 
with  the  Department  of  Health  in  reviewing  these  changes. 

The  Health  Department  is  seeking  visible  support  from  the 
Medical  Association  on  comprehensive  clear  air  (no  smoking) 
legislation  in  the  1987  legislative  session.  It  was  moved,  sec- 
onded and  passed  that  the  committee  recommend  to  the  Council 
that  the  SDSMA  provide  visible  support  in  this  session. 

Of  12,000  babies  bom  in  South  Dakota  each  year  only  about 
2%  are  being  screened  with  the  Denver  Developmental  Screen- 
ing Test.  County  health  nurses,  the  State  Department  of  Health 
and  the  individual  physicians  role  in  health  care  were  discussed. 
Committee  members  expressed  concern  about  fragmentation  of 
care. 

Two  task  forces  on  health  care  have  been  formed;  one  on 
long  term  care  was  appointed  by  the  Governor  and  will  be 
looking  for  dialog  with  the  Medical  Association.  The  second. 
Primary  Care  Task  Force,  is  comprised  of  representatives  of 
the  Indian  Health  Service  and  USDSM.  A subcommittee  is 
studying  the  concept  of  a mral  health  office  and  this  topic  should 
be  discussed  with  the  Medical  Association  in  the  future. 

The  Liaison  Committee  then  heard  an  interesting  and  very 
enlightening  report  concerning  the  status  of  the  USDSM.  It 
was  moved,  seconded  and  passed  that  the  committee  recom- 
mend to  the  Council  its  encouragement  of  the  district  medical 
societies  to  invite  USDSM  representatives  to  their  meetings  to 
update  all  physicians  on  the  status  of  the  medical  school. 

The  Liaison  Committee  wishes  to  advise  the  Council  of  our 
intention  to  explore  issues  of  concern  to  the  SDSMA  and  the 
State  Department  of  Health  and  Social  Services.  The  committee 
asks  for  the  Council’s  support  in  this  and  asks  that  the  SDSMA 
membership  be  informed  of  this  committee’s  intentions  so  it 
can  receive  input  from  all  physicians  in  matters  relating  to  the 
Department  of  Health  and  Social  Services  and  then  share  these 
concerns  with  these  departments. 

Respectfully  submitted, 

Richard  Belatti,  M.D.,  Chairman 
Liaison  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Liaison 
Committee  and  recommended  acceptance  of  this  report. 

ANNUAL  MEETING  MINUTES 
SOUTH  DAKOTA  FOUNDATION  FOR  MEDICAL  CARE 

June  5,  1987  Howard  Johnson’s 

8:40  A.M.  Sioux  Falls,  SD 

The  12th  Annual  Meeting  of  the  South  Dakota  Foundation 
for  Medical  Care  was  held  on  Friday,  June  5,  1987,  at  8:40 
a.m.  at  the  Howard  Johnson’s,  Sioux  Falls,  South  Dakota. 

The  meeting  was  called  to  order  by  Chairman  John  Rittmann, 
M.D.  the  roll  call  was  taken  with  the  following  members  being 
present:  W.  O.  Rossing,  M.D.;  Robert  Ferrell,  M.D.;  Frank 
Messner,  M.D.;  M.  George  Thompson,  D.O.;  J.  A.  Eckrich, 
Jr.,  M.D.;  Bruce  Lushbough,  M.D.;  Durward  Lang,  M.D.; 
Richard  Gere,  M.D.;  David  Seaman,  M.D. ; Curtis  Wait,  M.D. ; 
R.  Curtis  Jahraus,  M.D.;  David  Buchanan,  M.D.;  Charles 
Monson,  M.D.;  Michael  Pekas,  M.D.;  Lowell  Hyland,  M.D.; 
Guy  Tam,  M.D. ; James  Reynolds,  M.D.;  K.  Gene  Koob,  M.D.; 
Richard  Porter,  M.D.;  Jay  Hubner,  M.D.;  Thomas  Krafka, 
M.D.;  Nathanial  Whitney,  M.D. ; Louis  Hogrefe,  M.D.;  Alfred 
Shousha,  M.D.;  Robert  Suurmeyer,  M.D.;  Ken  Bartholomew, 
M.D.;  James  Hovland,  M.D.;  Marlin  Lamb,  M.D.;  M.  C. 
Thompson,  D.O.;  Tad  Jacobs,  D.O.;  Richard  Holm,  M.D.; 
Thomas  Huber,  M.D. ; Mark  Werpy,  M.D. ; Stephan  Schroeder, 
M.D.;  Theodore  Hohm,  M.D.;  Ray  Birkenkamp,  M.D.;  Charles 
Flohr,  M.D.;T.  H.  Bhatti,  M.D. ; Loren  Tschetter,  M.D. ; Rod- 
ney Parry,  M.D.;  C.  Roger  Stoltz,  M.D.;  H.  Bruce  Vogt, 
M.D.;  Jerry  Simmons,  M.D.;  Dennis  Johnson,  M.D.;  Denny 
Ortmeier,  M.D.;  John  Gregg,  M.D.;  David  Bean,  M.D.;  Mor- 
ris Radack,  M.D.;  T.H.  Sattler,  M.D.;  Melford  Lyso,  M.D.; 
Richard  Renka,  M.D.;  James  Rud,  M.D. ; Carol  Zielike,  M.D.; 
John  Barlow,  M.D.;  Allen  Nord,  M.D.;  Tony  Berg,  M.D.; 
Joseph  Kass,  M.D.;  and  John  Rittmann,  M.D. 


The  Chairman  declared  a quorum  present  for  the  purpose  of 
conducting  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of  the 
last  annual  meeting.  He  referred  the  membership  to  the  Foun- 
dation minutes  in  the  printed  manual  furnished  to  each  member. 
Dr.  Gere  moved  that  the  minutes  be  accepted  as  published  and 
the  reading  thereof  waived.  The  motion  was  seconded  by  Dr. 
Ortmeier.  Upon  voice  vote  the  same  was  approved  unani- 
mously. 

Dr.  Rittmann  called  for  the  report  of  the  Nomination  and 
Selection  Committee.  The  Nomination  and  Selection  Com- 
mittee reported  that  the  following  persons  were  elected  to  serve 
three  year  terms  on  the  Board  of  Directors:  Walter  Baas,  M.D.; 
Ed  Peters,  M.D.;  Noel  Chicoine,  M.D.;  Rodney  Parry,  M.D.; 
Winston  Odland,  M.D.;  and  Mr.  Byron  Petersen. 

Dr.  Rittmann  called  for  consideration  of  the  corporate  fi- 
nancial report.  He  noted  that  the  financial  report  was  published 
in  the  Handbook  which  was  furnished  to  each  member  of  the 
body.  Dr.  Rittmann  asked  the  membership  if  there  were  any 
questions,  qualifications,  or  corrections.  There  being  no  com- 
ments, Dr.  Thompson  moved  that  the  financial  report  be  ap- 
proved as  published.  The  motion  was  seconded  by  Dr.  Hyland. 
Upon  voice  vote  the  same  was  approved  unanimously. 

Dr.  Rittmann  referred  the  membership  to  the  written  report 
made  by  himself,  and  published  in  the  Handbook,  and  also  the 
written  report  contained  therein  of  the  Foundation’s  Medical 
Director.  He  asked  if  anyone  had  any  questions  therein.  There 
being  none,  he  noted  that  the  reports  would  be  filed  with  the 
records  of  the  Foundation  accordingly. 

Dr.  Rittmann  then  asked  for  any  comments  from  the  floor. 
Dr.  Lang  commended  the  SDFMC  staff  for  its  good  work  and 
its  good  working  relationship  with  the  physicians  of  South 
Dakota. 

Chairman  Rittmann  asked  if  there  were  any  further  matters 
that  any  member  of  the  body  cared  to  present.  There  being 
none.  Dr.  Gere  moved  that  the  meeting  be  adjourned.  The 
motion  was  seconded  by  Dr.  Tam.  Upon  voice  vote,  the  motion 
was  passed  unanimously. 

The  Chairman  declared  the  meeting  adjourned  at  8:45  a.m. 

ANNUAL  MEETING  MINUTES 

SOUTH  DAKOTA  PHYSICIAN’S  HEALTH  GROUP 

June  5,  1987  Howard  Johnson’s 

8:30  A.M.  Sioux  Falls,  SD 

The  2nd  Annual  Meeting  of  the  South  Dakota  Physician’s 
Health  Group  was  held  on  Friday,  June  5,  1987,  at  8:30  a.m. 
at  the  Howard  Johnson’s,  Sioux  Falls,  South  Dakota. 

The  meeting  was  called  to  order  by  Chairman  Richard  Gere, 
M.D.  The  roll  call  was  taken  with  the  following  members  being 
present:  Drs.  W.  O.  Rossing,  Robert  Ferrell,  M.  George 
Thompson,  Frank  Messner,  J.  A.  Eckrich,  Jr.,  Bruce  Lush- 
bough, Durward  Lang,  Richard  Gere,  David  Seaman,  Curtis 
Wait,  R.  Curtis  Jahraus,  David  Buchanan,  Charles  Monson, 
Michael  Pekas,  Lowell  Hyland,  Guy  Tam,  James  Reynolds, 
K.  Gene  Koob,  Richard  Porter,  Jay  Hubner,  Thomas  Krafka, 
Nathaniel  Whitney,  Louis  Hogrefe,  Alfred  Shousha,  Robert 
Suurmeyer,  James  Hovland,  Marlin  Lamb,  M.  C.  Thompson, 
Tad  Jacobs,  Richard  Holm,  Thomas  Huber,  Mark  Werpy,  Ste- 
phan Schroeder,  Ray  Birkenkamp,  Charles  Flohr,  T.  H.  Bhatti, 
Loren  Tschetter,  Rodney  Parry,  Jerome  Freeman,  C.  Roger 
Stoltz,  H.  Bruce  Vogt,  Jerry  Simmons,  Dennis  Johnson,  Denny 
Ortmeier,  David  Bean,  Morris  Radack,  T.  H.  Sattler,  Melford 
Lyso,  J.  Geoffrey  Slingsby,  Richard  Renka,  James  Rud,  Carol 
Zielike,  John  Barlow,  Allen  Nord,  Tony  Berg,  and  John  Ot- 
tenbacher. 

The  Chairman  declared  a quorum  present  for  the  purpose  of 
doing  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of  the 
last  annual  meeting.  He  referred  the  membership  to  the  SDPHG 
minutes  in  the  printed  manual  furnished  to  each  member.  Dr. 
Lang  moved  that  the  minutes  be  accepted  as  published  and  the 
reading  thereof  waived.  The  motion  was  seconded  by  Dr. 
Messner.  Upon  voice  vote  the  same  was  approved  unani- 
mously. 
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Dr.  Gere  reported  on  the  election  results.  It  was  reported 
that  the  following  persons  were  elected  to  serve  three-year  terms 
on  the  Board  of  Directors:  Durward  Lang,  M.D.;  Mr.  Bernard 
I Christenson;  and  Mr.  William  Freeburg. 

I Dr.  Gere  called  for  consideration  of  the  financial  report.  He 
|i  noted  that  the  financial  report  was  published  in  the  Handbook 
ji  which  was  furnished  to  each  member  of  the  body.  Dr.  Gere 

II  asked  the  membership  if  there  were  any  questions,  qualifica- 
j tions,  or  corrections.  There  being  no  comments,  the  financial 
|[  report  was  accepted  as  published. 

|:  Dr.  Gere  asked  for  any  comments  or  further  business  from 

I the  floor.  There  being  none.  Dr.  Krafka  moved  that  the  meeting 
f be  adjourned.  The  motion  was  seconded  by  Dr.  Thompson, 
i Upon  voice  vote,  the  motion  was  passed  unanimously. 

Ij  The  Chairman  declared  the  meeting  adjourned  at  8:40  a.m. 


MINUTES  OF 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

CORPORATE  BODY  MEETING 

Howard  Johnson  Motor  Lodge 
10:30  a.m.  Dakota  Room  D 

June  5,  1987  Sioux  Falls,  South  Dakota 

Chairman  Dean  called  the  meeting  of  the  Corporate  Body 
of  the  South  Dakota  Medical  Service,  Inc.  to  order  at  10:30 
a.m.,  on  June  5,  1987,  at  the  Howard  Johnson  Motor  Lodge, 
Dakota  Room  D,  Sioux  Falls,  South  Dakota. 

Upon  roll  call  vote,  the  following  members  of  the  Corporate 
Body  of  the  South  Dakota  Medical  Service,  Inc.  were  present: 
Doctors  William  O.  Rossing,  Robert  Ferrell,  Frank  Messner, 
M.  George  Thompson,  J.  A.  Eckrich,  Jr.,  Bruce  Lushbough, 
Durward  Lang,  Richard  Gere,  David  Seaman,  Curtis  Wait, 
R.  Curtis  Jahraus,  David  Buchanan,  Charles  Monson,  Michael 
Pekas,  Lowell  Hyland,  Guy  Tam,  James  Reynolds,  N.  R.  Whit- 
ney, K.  Gene  Koob,  Richard  Porter,  Jay  Hubner,  Thomas 
Krafka,  Louis  Hogrefe,  Alfred  Shousha,  Robert  Suurmeyer, 
Ken  Bartholomew,  James  Hovland,  Marlin  Lamb,  M.  C. 
Thompson,  Tad  Jacobs,  Richard  Holm,  Thomas  Huber,  Mark 
Werpy,  Stephan  Schroeder,  Theodore  Hohm,  Charles  Flohr, 
Ray  Birkenkamp,  T.  H.  Bhatti,  Loren  Tschetter,  Rodney  Parry, 
Jerome  Freeman,  C.  Roger  Stoltz,  H.  Bruce  Vogt,  Jerry  Sim- 
mons, Dennis  Johnson,  Denny  Ortmeier,  John  B.  Gregg,  David 
Bean,  Morris  Radack,  T.  H.  Sattler,  Melford  Lyso,  J.  Geoffrey 
Slingsby,  Richard  Renka,  James  Rud,  Carol  Zielike,  John  Bar- 
low,  Allen  Nord,  Tony  Berg,  John  Ottenbacher,  Joseph  Kass, 
Aaron  Shives  and  Mr.  Dan  Wunder. 

A quorum  being  present,  the  Chairman  declared  the  annual 
meeting  of  the  membership  of  the  Corporate  Body  of  the  South 
Dakota  Medical  Service,  Inc.  to  be  duly  in  session  for  the 
transaction  of  business. 

Dr.  Ortmeier  moved  that  the  reading  of  the  minutes  of  the 
last  meeting  of  the  corporate  body,  being  the  1986  annual 
meeting,  be  waived,  the  same  having  been  published  previously 
and  mailed  to  each  member.  Such  motion  was  seconded  by 
Dr.  Gere.  Upon  voice  vote  the  same  was  approved  unani- 
mously. 

Dr.  Dean  presented  the  Chairman’s  message  to  the  Corporate 
Body  which  was  also  contained  in  the  1986  Annual  Report. 
He  presented  a brief  history  of  the  origin  of  South  Dakota  Blue 
Shield,  some  of  the  problems  it  faced  in  past  years  and  listed 
a number  of  problems  currently  facing  the  plan. 

Chairman  Dean  called  for  consideration  of  the  next  agenda 
item  entitled  “Financial  Report.”  He  called  upon  Ben  Johnson 
to  give  the  Financial  Report.  Mr.  Johnson  noted  that  each  of 
the  members  were  sent  a copy  of  Blue  Shield’s  Annual  State- 
ment for  1986.  He  highlighted  a few  items  contained  therein. 
Ben  Johnson,  at  the  conclusion  of  the  financial  report  as  pub- 
lished asked  if  there  were  any  changes  or  corrections.  No  changes 
or  corrections  were  forthcoming  and  the  Chairman  called  for 
approval  of  the  Financial  Report.  Dr.  Gere  moved  approval  of 
the  Financial  Report.  The  Motion  was  seconded  by  Dr.  Tracy. 
Upon  voice  vote  the  same  was  approved  unanimously. 

The  Chairman  called  for  consideration  of  the  Agenda  Item 
entitled  “Report  of  the  Nominating  Committee.”  The  Chair- 


man requested  that  the  Chairman  of  the  Nominating  Committee, 
which  nominating  committee  consisted  of  Denny  G.  Ortmeier, 
M.D.,  chairman.  Marlin  R.  Lamb,  M.D.,  Thomas  J.  Huber, 
M.D.,  Richard  P.  Holm,  M.D.,  and  James  A.  Rud,  M.D., 
present  their  recommendation.  Dr.  Ortmeier  reported  that  the 
Committee  recommended  and  nominated  the  following  present 
Director  who  is  eligible  for  re-election  to  the  Board  of  Directors: 
James  B.  Dunn,  Lead,  for  a three  (3)  year  term.  The  Committee 
also  recommends  and  nominates  the  following  named  persons 
for  election  to  the  Board  of  Directors  for  three  (3)  year  terms 
to  replace  Roscoe  Dean,  M.D.  and  Robert  Bloemendaal,  M.D. , 
who  are  not  eligible  for  re-election:  William  Rossing,  M.D., 
Sioux  Falls  and  Thomas  Krafka,  M.D.,  Rapid  City. 

Dr.  Ortmeier  moved  that  the  Body  accept  the  report  and  that 
the  Secretary  be  instructed  to  cast  a unanimous  ballot  for  the 
nominees.  Such  motion  was  seconded  by  Dr.  Gere.  Upon  voice 
vote  the  same  was  approved  unanimously. 

The  Chairman  called  for  consideration  of  Old  Business.  There 
being  none,  he  asked  for  consideration  of  New  Business.  None 
was  presented. 

Dr.  Thompson  moved  adjournment.  Such  motion  was  sec- 
onded by  Dr.  Lang.  Upon  voice  vote  the  same  was  approved 
unanimously.  The  meeting  of  the  Corporate  Body  was  duly 
adjourned. 

John  H.  Zimmer 
Secretary 


FAMILY  PRACTICE 
PHYSICIAN 

With  obstetrical  capabilities  is  needed  to 
practice  in  the  medical  clinic  adjacent  to  the 
hospital.  Enjoy  excellent  guarantee  plus  in- 
centive with  paid  malpractice  insurance,  va- 
cation and  CME  leave,  and  group  health  and 
life  insurance  benefits.  An  active  and  re- 
warding practice  will  develop  quickly  in  this 
community  designated  as  a primary  care 
physician  shortage  area  located  in  south- 
eastern South  Dakota  near  Lake  Francis  Case 
on  the  Missouri  River.  For  further  informa- 
tion, please  contact: 

WAGNER  COMMUNITY  MEMORIAL 
HOSPITAL 

Third  and  Wagner  Heights 
Wagner,  SD  57380 
(605)  384-361 1 
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DISTINGUISHED  SERVICE  AWARD 

Started  in  1951  — T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

1952  — H.  Russell  Brown,  M.D.,  Watertown  (deceased) 

1953  — Guy  VanDemark,  M.D.,  Sioux  Falls  (deceased) 

1954  — J.  C.  Ohlmacher,  M.D.,  Vermillion  (deceased) 

1955  — R.  G.  Mayer,  M.D.,  Aberdeen  (deceased) 

1956  — J.  C.  Ohlmacher,  M.D.,  Vermillion  (deceased) 

1957  — W.  E.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

1958  — Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pangbum 

(deceased),  and  James  DeGeest,  Miller 
1958  — J.  F.  Brenckle,  M.D.,  Superior,  Wise,  (deceased) 

1958  — Mrs.  Agnes  Holdridge,  Madison 

1959  — Walter  L.  Hard,  Ph.D.,  Vermillion 
1959  — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959  — R.  M.  Kilgard,  M.D.,  Watertown  (deceased) 

1960  — L.  J.  Pankow,  M.D.,  Sioux  Falls  (deceased) 

1961  — Gregg  M.  Evans,  Ph.D.,  Custer 

1962  — Edward  Shaw,  Ph.D.,  Vermillion  (deceased) 

1963  — Arthur  A.  Lampert,  M.D.,  Rapid  City 

1964  — John  C.  Foster,  Phoenix,  Arizona 

1965  — A.  P.  Reding,  M.D.,  Marion 

1966  — Mrs.  C.  Rodney  Stoltz,  Watertown 

1967  — Mrs.  William  Fish,  Watertown 

1968  — G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969  — F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970  — Paul  Bunker,  M.D.,  Aberdeen  (deceased) 

1971  — E.  T.  Lietzke,  M.D.,  Beresford  (deceased) 

1972  — C.  B.  MeVay,  M.D.,  Yankton 

1973  — G.  E.  Tracy,  M.D.,  Watertown 

1974  — J.  A.  Muggly,  M.D.,  Madison  (deceased) 

1975  — Harvey  Wollman,  Hitchcock 

1976  — R.  H.  Quinn,  M.D.,  Sioux  Falls 

1977  — E.  H.  Heinrichs,  M.D.,  Vermillion 

1978  — John  Olson,  Sioux  Falls,  and  Evans  Nord, 

Sioux  Falls 

1979  — Helen  Jane  Hare,  M.D.,  Rapid  City 

1980  — Warren  Jones,  M.D.,  Sioux  Falls 

1981  — Saul  Friefeld,  M.D.,  Brookings 

1982  — G.  Robert  Bartron,  M.D.,  Watertown 

1983  — Oscar  J.  Mabee,  M.D.,  Mitchell 

1984  — Karl  Wegner,  M.D.,  Sioux  Falls 

1985  — William  R.  Taylor,  M.D.,  Aberdeen 

1986  — R.  E.  VanDemark,  Sr.,  M.D.,  Sioux  Falls 

1987  — Bruce  C.  Lushbough,  M.D.,  Brookings 


COMMUNITY  SERVICE  AWARD 

1961  — R.  A.  Buchanan,  M.D.,  Huron  (deceased) 

1962  — Roland  F.  Hubner,  M.D.,  Yankton 

1963  — George  W.  Mills,  M.D.,  Wall  (deceased) 

1964  — John  C.  Hagin,  M.D.,  Miller  (deceased) 

1965  — Alonzo  P.  Peeke,  M.D.,  Volga 

1966  — Hugo  C.  Andre,  M.D.,  Vermillion  (deceased) 

1967  — G.  Robert  Bartron,  M.D.,  Watertown 

1968  — M.  M.  Morrissey,  M.D.,  Pierre  (deceased) 

1969  — N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970  — W.  H.  Saxton,  M.D.,  Huron  (deceased) 

1971  — R.  E.  Van  Demark,  Sr.,  M.D.,  Sioux  Falls 

1972  — R.  H.  Hayes,  M.D.,  Wall 

1973  — B.  F.  King,  M.D.,  Aberdeen  (deceased) 

1974  — M.  C.  Tank,  M.D.,  Brookings 

1975  — Karl  Wegner,  M.D.,  Sioux  Falls 

1976  — John  T.  Elston,  M.D.,  Rapid  City 

1977  — W.  F.  Stanage,  M.D.,  Yankton 

1978  — C.  S.  Roberts,  Jr.,  M.D.,  Brookings 

1979  — C.  J.  McDonald,  M.D.,  Sioux  Falls  (deceased) 

1980  — E.  A.  Johnson,  M.D.,  Milbank 

1981  — J.  A.  Muggly,  M.D.,  Madison  (deceased) 

1982  — Robert  R.  Giebink,  M.D.,  Sioux  Falls 

1983  — Theodore  H.  Sattler,  M.D.,  Yankton 

1984  — Paul  Hohm,  M.D.,  Huron 

1985  — George  Mangulis,  M.D.,  Philip 

1986  — Richard  Friess,  M.D.,  Sioux  Falls 

1987  — Melford  B.  Lyso,  M.D.,  Yankton 


AESCULAPIUS  AWARD 

1966  — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968  — H.  Phil  Gross,  M.D.,  Sioux  Falls 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

G.  J.  Bloemendaal,  M.D.,  Ipswich 

W.  C.  Brinkman,  M.D.,  Sisseton  (deceased) 

R.  A.  Buchanan,  M.D.,  Huron  (deceased) 

John  L.  Calene,  M.D.,  California  (deceased) 

Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas  (deceased) 
Bernard  S.  Clark,  M.D.,  Spearfish 

J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

E.  H.  Collins,  M.D.,  Gettysburg 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

G.  I.  W.  Cottam,  M.D.,  Sioux  Falls  (deceased) 
Harold  L.  Crane,  M.D.,  Avon,  Conn,  (deceased) 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

J.  A.  Eckrich,  Sr.,  M.D.,  Aberdeen  (deceased) 

V.  W.  Embree,  M.D.,  Pierre  (deceased) 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell  (deceased) 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Glasgow,  Mont,  (deceased) 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller  (deceased) 

Lyle  Hare,  M.D.,  Spearfish  (deceased) 

John  F.  Hill,  M.D.,  Yankton  (deceased) 

Emil  Hofer,  M.D.,  Huron 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hovne,  M.D.,  Salem  (deceased) 

Roland  Hubner,  M.D.,  Yankton  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs  (deceased) 
Ray  Lemley,  M.D.,  Rapid  City  (deceased) 

Bernard  Lenz,  M.D.,  Huron  (deceased) 

J.  H.  Lloyd,  M.D.,  Mitchell  (deceased) 

0.  J.  Mabee,  M.D.,  Mitchell 
Lawrence  L.  Massa,  D.O.,  Sturgis 

P.  V.  McCarthy,  M.D.,  Aberdeen  (deceased) 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.D.,  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City  (deceased) 
Gordon  S.  Owen,  M.D.,  Rapid  City 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton  (deceased) 

C.  C.  Pascale,  D.O.,  Centerville 
A.  P.  Peeke,  M.D.,  Volga 

M.  O.  Pemberton,  M.D.,  Deadwood  (deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  California  (deceased) 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

Arthur  P.  Reding,  M.D.,  Marion 
T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

1.  R.  Salladay,  M.D.,  Ft.  Meade  (deceased) 

W.  H.  Saxton,  M.D.,  Huron  (deceased) 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Brookings  (deceased) 
Arthur  W.  Spiry,  M.D.,  Mobridge 
Myron  Tank,  M.D.,  Brookings 
F.  J.  Tobin,  M.D.,  Mitchell,  (deceased) 

Leonard  W.  Tobin,  M.D.,  Mitchell 
J.  S.  Tschetter,  M.D.,  Huron  (deceased) 

Paul  Tschetter,  M.D.,  Huron 
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I F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 
i G.  E.  VanDemark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana  (deceased) 

C.  B.  ALFORD  AWARD 

1974  — Roscoe  Dean,  M.D.,  Wessington  Springs 

1975  — Gerald  Tracy,  M.D.,  Watertown 

Auxiliary  News 

Here  I am  in  the  backyard,  seated  amidst  my 
husband’s  flowers  and  vegetables  (He  does 
all  the  gardening!);  birds  are  happily  singing.  It  is 
a nice,  warm,  sunny  morning  and  !’m  thinking  on 
what  to  write  for  this  page. 

As  I think  about  the  task,  I can’t  help  but  chuckle 
to  the  fact  that  somehow  this  is  a role  reversal.  I’m 
doing  the  writing  for  the  Journal  and  my  husband 
is  tending  the  garden!  Well,  folks,  that’s  the  way 
it  is!  Times  have  changed  and  with  it  so  have  we. 

The  role  of  today’s  Auxilians  in  this  fast  changing 
world  is  varied  and  complex.  She/he  is  no  longer 
confined  to  the  home  and  the  children  in  an  absolute 
way.  She/he  now  has  choices.  The  Auxiliary  mem- 
ber has  chosen  to  be  involved  in  her/his  spouse’s 
life  and  career  in  the  most  positive  way. 

Evidence  of  Auxiliary  involvement  in  these  ever- 
evolving  times  was  most  visible  this  past  June  20- 
24  when  physicians  and  auxiliaries  from  around  the 
nation  met  separately  in  Chicago’s  Hilton  and  Drake 
Hotels  for  the  national  AMA  and  Auxiliary  Annual 
Session  of  the  House  of  Delegates  to  discuss  mutual 
matters  of  concerns  to  both  the  medical  and  the 
auxiliary  community. 

While  the  AMA  was  addressing  how  to  deal  with 
AIDS  and  adolescent’s  health,  among  its  many  top- 
ics, the  Auxiliary  was  debating  on  how  we  could 
help  implement  their  decisions  on  these  issues.  Be- 
sides health,  AMA-ERF,  legislation,  and  member- 
ship projects  were  also  discussed. 

A constant  reminder  of  the  Auxiliary’s  presence 
and  important  role  player  is  its  unique  way  of  fund 
raising  for  medical  research  and  education.  A check 
just  short  of  two  million  dollars  was  presented  to 
the  AMA  during  its  opening  ceremonies  on  June 
21 . This  is  the  largest  sum  ever  and  we  are  contem- 
plating the  two  million  dollar  mark  in  the  near  fu- 
ture. The  South  Dakota  Auxiliary  will  continue  to 
put  major  emphasis  on  fund  raising  for  AMA-ERF. 
I was  most  proud  to  go  on  stage  to  receive  an  award 
to  our  state  for  raising  the  second  largest  per  capita 
contributions  in  the  nation! 

In  the  field  of  legislation,  the  Auxiliary’s  role  is 
also  supreme.  Top  priority  for  medical  auxiliaries 


1976  — Robert  Westaby,  M.D.,  Hot  Springs 

1977  — Robert  VanDemark,  Sr.,  M.D.,  Sioux  Falls 

1978  — Howard  Saylor,  Jr.,  M.D.,  Huron 

1979  — J.  D.  Bailey,  M.D.,  Rapid  City 

1980  — John  T.  Elston,  M.D.,  Rapid  City 

1981  — T.  H.  Sattler,  M.D.,  Yankton 

1982  — Bedford  T.  Otey,  M.D.,  Flandreau 

1983  — Robert  H.  Quinn,  M.D.,  Sioux  Falls 

1984  — Granville  Steele,  M.D.,  Aberdeen 

1985  — Robert  Hayes,  M.D.,  Wall 

1986  — Leonard  Linde,  M.D.,  Mobridge 

1987  — Richard  Sample,  M.D.,  Madison 


across  the  nation  include  projects  such  as  a persu- 
asive video  for  legislation  involvement  (from  the 
West  Virginia  delegation),  phone  banks,  and  leg- 
islative days  at  state  capitols. 

In  the  membership  camp  our  role  is  as  important. 
While  Auxiliary  membership  went  up  in  some  states 
others  were  not  as  successful.  Sad  as  it  is,  our  state 
saw  a membership  decline  this  past  year.  The  rea- 
son, we  suspect,  was  due  to  non-renewals  (some- 
times people  forget  to  send  their  dues  in  on  time). 

Because  of  this  decline  the  South  Dakota  Aux- 
iliary delegation  had  to,  ON  STAGE,  accept  a last 
year’s  membership  challenge  DEFEAT  to  North 
Dakota.  Although  we  accepted  the  defeat  as  grace- 
fully as  we  could  (with  a cute,  funny  skit),  we  don’t 
want  to  repeat  this  experience  again  (I  urge  you  to 
please  check  with  your  spouses  to  see  if  they  have 
sent  in  their  1987-88  dues  to  their  own  Auxiliary 
district  treasurer,  or  if  they  belong  at  all).  Remem- 
ber that  an  increased  state  membership  means  a 
larger  delegation  to  the  national  annual  session  which 
in  turn  means  increased  voting  power  in  the  House 
of  Delegates. 

As  you  see,  the  Auxiliary’s  role  in  health,  AMA- 
ERF,  legislation,  and  membership  do  make  an  im- 
pact in  our  world  today  and  hopefully  in  our  future 
as  well.  Anyone  would  agree  that  this  role  is  for 
the  best.  Wouldn’t  you?  Without  this  prevailing  at- 
titude I wouldn’t  be  writing  to  you  while  my  spouse 
is  fiilly  enjoying  one  of  his  precious  hobbies:  gar- 
dening. 

Oops!  There  goes  the  wren  singing  again.  What 
a wonderful  melody!  I wonder  if  it’s  a male  or  a 
female.  Is  their  world  as  complex  as  ours?  Can  they 
impact  their  environment  as  we  do  ours?  Do  they 
form  groups  and  associations  as  we  do?  What  are 
their  roles?  I’m  sure  some  of  you  bird  lovers  have 
the  answers. 

I hope  your  summer  was  great!  ■ 


AUGUST  1987 
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Membership  by  Districts 

ABERDEEN 
DISTRICT  No.  1 

Pres.,  Phyllis  Heinemann,  M.D.  Vice  Pres.,  Robert  Suurmeyer,  M.D.  Sec./Treas.,  Jean  Gerber,  M.D. 


Albano,  Patemo  C Aberdeen 

Altman,  Stanley  B Aberdeen 

Andersen,  Calvin  F Aberdeen 

Anderson,  Esther  E Aberdeen 

Bachmayer,  Jay  D Aberdeen 

Bartholomew,  Kenneth  A.  . . .Faulkton 

Berg,  Sterling  Redfield 

Berry,  Scott Aberdeen 

*Bloemendaal,  Gerrit  J Ipswich 

Brevik,  Alan  K Redfield 

Broadhurst,  Kennon  E Aberdeen 

Brown,  Robert  H Aberdeen 

Bunker,  Thomas Aberdeen 

Burt,  Roy  G Aberdeen 

Carter,  Peter  B Aberdeen 

Chang,  Joe  P Aberdeen 

Chavier,  Juan  R Aberdeen 

Christopher,  John  R Aberdeen 

D’ Souza,  Edward  P Aberdeen 

Eckrich,  Jerome  A.,  Jr Aberdeen 

Ellerbusch,  David  Aberdeen 

Fahrenwald,  Myron  E Aberdeen 

Gerber,  Bernard  C Aberdeen 

Gerber,  Jean  Aberdeen 

Giridhar,  Sanjeevi  Aberdeen 


Pres.,  Edward  Wegner,  M.D. 


Allen,  Stanley  W.,  Jr Watertown 

Argabrite,  John  W Watertown 

Bartron,  G.  Robert  Watertown 

*Bartron,  Harry  J.,  Jr Watertown 

Carter,  Roger  L Watertown 

*Clark,  Carroll  J Watertown 

Crank,  Robert  Watertown 

Desai,  Bhasker  J Watertown 

Fedt,  Donald  N Watertown 

Frazer,  Paul  D Sioux  Falls 

Gehring,  S Watertown 

Gerrish,  Catherine  Watertown 

Gerrish,  Edwin  Watertown 

Guddal,  W.  Nicol  Watertown 


Pres.,  M.  Venugopal,  M.D. 


Anderson,  James  A Huron 

Appel  wick,  James  E Madison 

Bandiera,  Samuel  J Brookings 

Bruning,  Gary Flandreau 

*Friefeld,  Saul  Minnesota 

Goepfert,  Mary Brookings 

Halliday,  David  Lake  Norden 

Heidom,  Richard  Arlington 

Heilman,  Bernard Madison 

*Henry,  Robert  B Brookings 

Holm,  Richard  P Brookings 

Jacobs,  Tad  B Flandreau 

*Kershner,  Calvin  N Brookings 


Harlow,  Mark  C Aberdeen 

Hart,  Harvey  J Aberdeen 

Heinemann,  Phyllis  E Aberdeen 

Heisinger,  Randolph  Aberdeen 

Holkesvick,  R.  E Aberdeen 

Hovland,  James  I Aberdeen 

Hsu,  Ven  Aberdeen 

Huber,  Joel  B Redfield 

Janusz,  Albin  J Aberdeen 

Kazi,  K.  Stephen  Aberdeen 

Kom,  Carlton  J Aberdeen 

Kosse,  Karl  H Aberdeen 

*Leon,  Paul  R Aberdeen 

McFee,  John  L Ipswich 

McGee,  Robert  C Aberdeen 

McIntosh,  George  F Eureka 

Mendoza,  Enrique  Aberdeen 

Mogen,  Mark  Aberdeen 

Myrmoe,  Arlin  M Aberdeen 

*Norgello,  Vikentijs  Sioux  Falls 

Odland,  Winston  B Aberdeen 

Ostrowski,  Susan  M Eureka 

Patterson,  David  M Redfield 

Ramig,  Susan  Aberdeen 

Redmond,  Warren  J Aberdeen 


WATERTOWN 
DISTRICT  No.  2 

Vice  Pres.,  Edwin  Gerrish,  M.D. 

Hanson,  Bemie  H.  P Watertown 

Harding,  Frank  Watertown 

Hughes,  Howard  D Clear  Lake 

*Huppler,  E.  G Minnesota 

Lamb,  Marlin  Watertown 

Larson,  James  C Watertown 

Larson,  Paul  Watertown 

Likness,  Clark  W Watertown 

Meyer,  Robert  J Watertown 

Nelson,  Parry  S Watertown 

Ostby,  Jason  Watertown 

Peterson,  Kenneth  Watertown 

Peterson,  Linda  H Watertown 

Piro,  David  F Watertown 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Vice  Pres.,  James  Appelwick,  M.D. 

*Lampert,  Arthur  A.,  Jr.  . .Rapid  City 


Lushbough,  Bruce  C Brookings 

McHardy,  Bryson  R Brookings 

*Otey,  Bedford  T Flandreau 

*Patt,  Walter AR 

*Peeke,  Alonzo  P Volga 

*Peik,  Donald  J Brookings 

*Plowman,  El  ven  T Brookings 

Ramsay,  John  Brookings 

Rietz,  R.  R Brookings 

Roberts,  Charles  S.,  Jr.  ...  Brookings 

Rud,  John Brookings 

Sample,  Richard  G Madison 


*Rodme,  John  C Aberdeen 

*Sanders,  Mary  E Redfield 

Scheffel,  Alvin  R Redfield 

Seaman,  David  Aberdeen 

Seljeskog,  Edward Miim. 

Shinghal,  Kumud  K Aberdeen 

Shinghal,  Pramod Aberdeen 

Shousha,  Alfred  Britton 

Sloan,  Terrance  Aberdeen 

Solf,  Frank Aberdeen 

Sridharan,  M Faulkton 

Steele,  Granville  H Aberdeen 

Suurmeyer,  R.  D Aberdeen 

*Sweeny,  Wm OR 

Tan,  Raymundo  T Aberdeen 

Taylor,  William  R Aberdeen 

Thomas,  R.  Buckland IN 

Vogele,  Alvin  C Aberdeen 

*Vogele,  C.  L Aberdeen 

Wachs,  David  Aberdeen 

Welge,  Barry Aberdeen 

Wischmeier,  Curt Aberdeen 

Wolff,  David Aberdeen 

*Zvejnieks,  Karlis  FL 


Sec.,  G.  E.  Tracy,  M.D. 


Rittmann,  John  E Watertown 

Rogotzke,  Kenneth  Watertown 

*Rousseau,  Maurice  C.  . . .Watertown 

Ruggles,  James  G Watertown 

*Stoltz,  C.  Rodney  Sioux  Falls 

Stransky,  John  J Watertown 

Suga,  Robert  Watertown 

Thompson,  M.  George  . . . .Watertown 

Thompson,  Marion  C Watertown 

Tracy,  Gerald  E Watertown 

Traub,  Douglas Rapid  City 

Wegner,  Edward  Watertown 

Wrage,  Theodore  J.,  Jr.  . . .Watertown 


Sec.,  Robert  Rietz,  M.D. 


Saxena,  Satish Brookings 

*Scheller,  Donald  L Arlington 

Shaskey,  Robert  E Brookings 

Stensrud,  Homer  J Sioux  Falls 

*Tank,  Myron  C Brookings 

Tesch,  Ronold  R Brookings 

Thomas,  Melvin Brookings 

Venugopal,  Muthugounder  Brookings 

Wait,  Curtis  H Brookings 

Wake,  Richard  A Brookings 

Warren,  Merritt  G Brookings 
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PIERRE 
DISTRICT  No.  4 


Pres.,  Thomas  Huber,  M.D.  Vice  Pres.,  Steven  Stout,  M.D. 


Sec.,  Marion  Cosand,  M.D. 


♦Askwig,  Leroy  C AZ 

Boom,  Paul  Pierre 

Borth,  Dean Pierre 

Chicoine,  Noel  Pierre 

♦Collins,  E.  Howard Gettysburg 

Cosand,  Marion  R Pierre 

Duggan,  Robert  Pierre 

Herrin,  Gerald Pierre 


Pres.,  Hiroo  Kapur,  M.D. 


Adams,  Harold  P Huron 

Austin,  Susan  . . . Wessington  Springs 

Bell,  G.  Robert DeSmet 

Belyea,  Mark  E Huron 

Betts,  L.  S Huron 

Buchanan,  David  J Huron 

Buchholz,  Carole  Huron 

Buchholz,  Curtis  Huron 

Cavanaugh,  Dennis  J Huron 

Dean,  Roscoe  E.  Wessington  Springs 
Dean,  Thomas  M.  Wessington  Springs 
DeGeest,  James  H Miller 


Pres., 


Baas,  Walter  P Mitchell 

Bentz,  Jerome Platte 

Berry,  Jack  T Mitchell 

Bhat,  Dileep  S Mitchell 

Bierberly,  Frank Chamberlain 

Binder,  Clifford  F Chamberlain 

Birkenkamp,  Ray  T Mitchell 

Christensen,  Martin Mitchell 

Crandell,  Michael  P Kennebec 

Cruz,  David Corsica 

Delaney,  Michael Mitchell 

♦Delaney,  Robert Mitchell 

♦Delaney,  Thomas Mitchell 

Delaney,  William  A.,  Jr Mitchell 

Dilger,  Joseph  T Mitchell 

Flohr,  Charles  E Mitchell 

Fritz,  John  Mitchell 


Hoffsten,  Phillip  E Pierre 

Huber,  Thomas  J Pierre 

Jahraus,  R.  Curtis  Pierre 

Johnson,  Carl  Pierre 

Lindbloom,  Buron  O Pierre 

Owens,  Raymond Pierre 

Park,  Dai  H Pierre 


HURON 

DISTRICT  No.  5 

Vice  Pres.,  Steven  Schroeder,  M.D. 


Gryte,  Clifford  F Huron 

Hanson,  William  O Huron 

Hendricks,  Mark  Huron 

♦Hofer,  Emil  A Huron 

Hohm,  Paul  H Huron 

Hohm,  Robert  C Huron 

♦Hohm,  Theodore  A Huron 

Huet,  William  G.  M Huron 

Kapur,  Hiroo  R Huron 

Kapur,  Ravi Huron 

Karlen,  Louis  W DeSmet 


MITCHELL 
DISTRICT  No.  6 


Gaede,  J.  E Mitchell 

Gaetze,  V.  Jane  Mitchell 

Galatzan,  Russell  Mitchell 

Gere,  Richard  G Mitchell 

Gillis,  Floyd  D.,  Jr Mitchell 

Haley,  Michael  D Mitchell 

Hermann,  Harland  T Mitchell 

Hockett,  Richard  D Mitchell 

Hoffmann,  Jay  Mitchell 

Holland,  Lambert  W.  ...  Chamberlain 

Howe,  Jerome  K Mitchell 

Jones,  John  B Chamberlain 

Judge,  John  O Mitchell 

Kocourek,  Bruce  Parkston 

Kramer,  Charles  G.  . . Fort  Thompson 

Mabee,  Judson  O Mitchell 

♦Mabee,  Oscar  J Mitchell 


Spears,  Barbara  K Pierre 

Stout,  Stephen Pierre 

Swanson,  Charles  L Pierre 

Tieszen,  Arden  J Pierre 

Werpy,  Mark Pierre 

♦Wertlunann,  Hubert  E Pierre 

Zakahi,  Raymond  J Pierre 


Sec.,  T.  A.  Hohm,  M.D. 


Kortum,  Cynthia  L Huron 

Kurch,  Julie  Ann  Huron 

Lardinois,  Clifford  C.,  Sr Huron 

Monfore,  James  E Miller 

Neu,  Steven Huron 

Nicholas,  George  A Huron 

Robbins,  John Huron 

Saylor,  Howard  L.,  Jr Huron 

Schroeder,  Stephan  D Miller 

Smith,  Richard  Huron 

Stalheim,  Alan  Huron 


Malters,  David  Mitchell 

Malters,  Patricia Mitchell 

Margallo,  Lucio  N.,  II  Mitchell 

McWhirter,  Robert  Mitchell 

Monson,  Charles  D Parkston 

Mueller,  Eric  H Tripp 

Olegario,  Filemon  E.,  Jr.  ...  Mitchell 
Phadke,  Yeshwant  G.  ...  Chamberlain 

Ramos,  Manuel  D Scotland 

Schabauer,  Ernest  A Mitchell 

Silvagni,  A.  J Parkston 

♦Skogmo,  Bemhoff  R Mitchell 

♦Tobin,  Leonard  W Mitchell 

Van  Ert,  Gary Chamberlain 

Visani,  Sandro  Mitchell 

Vose,  James  L Mitchell 

Weatherill,  Donald  W Mitchell 


Vice  Pres.,  Ray  Birkenkamp,  M.D.  Sec.,  Jane  Gaetze,  M.D. 


SIOUX  FALLS 
DISTRICT  No.  7 

Pres.,  C.  Roger  Stoltz,  M.D.  Vice  Pres.,  H.  Bruce  Vogt,  M.D.  Sec.,  Loren  Tschetter,  M.D. 

Treas.,  Daniel  Kennelly,  M.D. 


Abu-Ghazaleh,  Samir  Z.  . Sioux  Falls 

♦Alcorn,  Floyd  A Sioux  Falls 

Alvine,  Frank  G Sioux  Falls 

Amundson,  Loren  H Sioux  Falls 

Anderson,  Courtney  W.  . . Sioux  Falls 

Anderson,  Edward  F Sioux  Falls 

Anderson,  Keith Sioux  Falls 

♦Anderson,  Warren  R.  . . . Sioux  Falls 

Angelos,  TTieodore  A Canton 

♦Ameson,  Wallace  A.  ...  Sioux  Falls 

Aspaas,  Paul  K.,  Jr Sioux  Falls 

♦Aspaas,  Paul  K.,  Sr Dell  Rapids 

Augspurger,  Ken  D Sioux  Falls 

Barker,  John  D.,  Jr Sioux  Falls 


Barnett,  George  L Sioux  Falls 

Bauer,  Barry  Sioux  Falls 

Bauman,  Mary  Sioux  Falls 

Bean,  David  Sioux  Falls 

Belatti,  Richard  G Sioux  Falls 

Benson,  Gail  M Sioux  Falls 

Bess,  Michael  A Sioux  Falls 

Bhatti,  Tajammul  H Sioux  Falls 

Billion,  John  J Sioux  Falls 

Billion,  Stephen  Sioux  Falls 

♦Billion,  Thomas  J.,  Jr.  . . Sioux  Falls 

Blake,  Jerome  M MA 

Boade,  Werner  A Sioux  Falls 

Braithwaite,  Thomas Sioux  Falls 


Brandenburg,  Verdayne  R.  Sioux  Falls 

Brechtelsbauer,  David Sioux  Falls 

♦Breit,  Donald  H Sioux  Falls 

Brindle,  Jeffrey Sioux  Falls 

Brown,  Delbert  L Sioux  Falls 

Bruins,  George  S Sioux  Falls 

Brzica,  Stephen  M Sioux  Falls 

Bucy,  Christine  F Sioux  Falls 

Burgers,  James  Sioux  Falls 

Burkhart,  Thomas  J Sioux  Falls 

Bums,  Howard  W Sioux  Falls 

♦Bums,  Kendall  R Sioux  Falls 

Burrish,  Gene  Sioux  Falls 

Carlson,  W.  O Sioux  Falls 
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Carpenter,  Paul  L Sioux  Falls 

Carrera,  Jose  Sioux  Falls 

Carroll,  Nancy  Sioux  Falls 

Carter,  Guy  A Sioux  Falls 

Cass,  Joseph  Sioux  Falls 

Chalmers,  James  H Sioux  Falls 

Cho,  Dong Sioux  Falls 

Cho,  Myung  Sioux  Falls 

*Church,  Bill  Sioux  Falls 

Cink,  Thomas  M Sioux  Falls 

Clark,  Edward  T Sioux  Falls 

Cutshall,  Vincent  K Sioux  Falls 

Daw,  Edward  F Sioux  Falls 

Day,  Richard Sioux  Falls 

DeClark,  Robert  P Sioux  Falls 

Devick,  John  S Colton 

Devick,  Margaret Canton 

Donahoe,  John  W Sioux  Falls 

Drymalski,  Walter  G Sioux  Falls 

Dzintars,  Valdis  A Sioux  Falls 

Easton,  Jessie  K.  M Sioux  Falls 

Eckland,  Scott Sioux  Falls 

*Eirinberg,  Isadore  D.  ...  Sioux  Falls 

Elkjer,  Neil  J Sioux  Falls 

Elson,  David  L Sioux  Falls 

English,  Gilbert  L Sioux  Falls 

*Ensberg,  Dorence  L Sioux  Falls 

Epp,  Dennis  L Freeman 

Erickson,  David  Dell  Rapids 

Evans,  George  LA 

*Farrell,  Harry  W Sioux  Falls 

Farritor,  Michael  Sioux  Falls 

Fenton,  Lawrence  J Sioux  Falls 

Ferrell,  Michael  R Sioux  Falls 

Finney,  Lawrence  W Sioux  Falls 

*Fisk,  Robert  G Randreau 

Flora,  George  C Sioux  Falls 

Foss,  J.  Fraiik Sioux  Falls 

Freeman,  Jerome  W Sioux  Falls 

Friess,  Richard  W Sioux  Falls 

Frost,  Donald  M Sioux  Falls 

Fuller,  William  C Sioux  Falls 

Gaeckle,  Thomas  Sioux  Falls 

George,  Robert Sioux  Falls 

Giebink,  Robert  R Sioux  Falls 

Gold,  Donald  Sioux  Falls 

Graham,  Donald  B Sioux  Falls 

Grau,  Thomas  J Sioux  Falls 

Gray,  John Sioux  Falls 

Green,  Marc  Sioux  Falls 

Greenfield,  Duane  L Sioux  Falls 

Gregg,  J.  B Sioux  Falls 

Groote,  Curtis  A Sioux  Falls 

Gross,  H.  Phil Sioux  Falls 

*Grove,  M.  Stuart Sioux  Falls 

Gunnarson,  Richard  E.  . . . Sioux  Falls 

Gutch,  Charley  F Sioux  Falls 

Gutnik,  Leonard  M Sioux  Falls 

Gutnik,  Steven  Sioux  Falls 

Hagen,  Jeffrey  B Sioux  Falls 

Hanna,  Marwin Sioux  Falls 

Hardie,  Richard  Sioux  Falls 

Harms,  R.  W Sioux  Falls 

Harris  F.  L Sioux  Falls 

Harris,  Mary  Sioux  Falls 

Hartmann,  Alfred  E Sioux  Falls 

Hartzell,  Allan  J SiouxFalls 

Heinemann,  Dan  Canton 

Heisler,  Jean  Sioux  Falls 

Held,  William Sioux  Falls 

Henrickson,  Lynn  A Sioux  Falls 

Henrickson,  Robert  G.  ...  Sioux  Falls 

Hoffman, Wendell Sioux  Falls 

Hogue,  Michael  Sioux  Falls 

Hohm,  Bryon  T Sioux  Falls 


Homer,  William Sioux  Falls 

Homing,  J.  R Sioux  Falls 

Hosen,  Richard  S Sioux  Falls 

Hoskins,  John  H Sioux  Falls 

Hoversten,  David  L Sioux  Falls 

Hoxtell,  Eugene  O Sioux  Falls 

Hubert,  Bmce  Sioux  Falls 

Humphreys,  Donald  W.  . . Sioux  Falls 

Hurley,  Brian  Sioux  Falls 

Hurley,  Timothy Sioux  Falls 

Hussain,  Rifat  Sioux  Falls 

Hyland,  Lowell  J Sioux  Falls 

Ingvoldstad,  James  P Sioux  Falls 

Janis,  John  B Sioux  Falls 

Jaqua,  Richard  A Sioux  Falls 

Javurek,  Anthony  J Sioux  Falls 

Johnson,  Dennis  L Sioux  Falls 

Johnson,  Jorge  Sioux  Falls 

Johnson,  R.  C Sioux  Falls 

Jones,  Frank  Sioux  Falls 

Jones,  James  Sioux  Falls 

Jones,  Warren  L Sioux  Falls 

Justice,  Michael  W Dell  Rapids 

Kalda,  Ellison  F.,  II  Sioux  Falls 

Kangley,  Daniel  J Sioux  Falls 

Kaufman,  Irvin  I Freeman 

Kemp,  Earl  D Sioux  Falls 

Kennelly,  Daniel  J Sioux  Falls 

*King,  Lyndon  M.,  Jr.  ...  Sioux  Falls 

*Kittelson,  H.  Otis  Sioux  Falls 

Knowles,  Roy  C Sioux  Falls 

Knudson,  Donald  H Sioux  Falls 

Knutson,  Dennis  D Sioux  Falls 

*Kohlmeyer,  Frederick  C.  Sioux  Falls 

Koob,  K.  Gene Sioux  Falls 

Lakstigala, Peters  E Sioux  Falls 

Landes,  Richard  Sioux  Falls 

Lang,  Durward  M Sioux  Falls 

Lang,  Terry  Sioux  Falls 

LanlAorst,  Barry  J Sioux  Falls 

Laput,  Aleksandra  Sioux  Falls 

Larsen,  Laura  Sioux  Falls 

Larson,  Leland  J Sioux  Falls 

Lee,  Si  Gaph Sioux  Falls 

Looby,  Thomas  L Sioux  Falls 

Lovrien,  Fred  C Sioux  Falls 

Luechtefeld,  Nancy  Sioux  Falls 

Mabee,  Lee  Sioux  Falls 

MacRandell,  D Sioux  Falls 

Madison,  Dean  L Sioux  Falls 

Magidson,  M Sioux  Falls 

Magnuson,  Gregory  L.  . . . Sioux  Falls 

*Maresh,  Everett  R Sioux  Falls 

Marschke,  Robert  F.,  Jr AZ 

Masterson,  Thomas  E.  ...  Sioux  Falls 

Matustik,  M.  C Sioux  Falls 

McGrann,  James  R Sioux  Falls 

McGreevy,  Patrick  S Sioux  Falls 

McHale,  Michael  Sioux  Falls 

McKercher,  Scott Sioux  Falls 

McMdlin,  J.  Michael  Sioux  Falls 

Meyer,  Vaughn Sioux  Falls 

Milielsen,  Beth Sioux  Falls 

Moench,  Jerry Sioux  Falls 

Mohler,  Charles  Wm Sioux  Falls 

Morris,  Alan  D Sioux  Falls 

Munson,  David  P Sioux  Falls 

Mutch,  Milton  G Sioux  Falls 

Naughton,  Gregory  Sioux  Falls 

Neidich,  Gary  Sioux  Falls 

Nelimark,  Robert  A Sioux  Falls 

Nelson,  Earl  G Viborg 

Nelson,  Richard  A Sioux  Falls 

Nelson,  Robert  E Sioux  Falls 

Nice,  Richard  F Sioux  Falls 


Nielsen,  James  L Dell  Rapids 

Nord,  Wesley  Sioux  Falls 

Nordstrom,  Donald  G.  ...  Sioux  Falls 

Oakland,  James  A Sioux  Falls 

O’Brien,  Charles  P Sioux  Falls 

O’Brien,  Peter  J Sioux  Falls 

Ochsner,  John  A Sioux  Falls 

Ofstein,  Lewis  C Sioux  Falls 

Ohrt,  David  W Sioux  Falls 

Olson,  Jennifer Sioux  Falls 

Olson,  Michael  L Sioux  Falls 

Olson,  Steven  Sioux  Falls 

*Opheim,  Warren  L Sioux  Falls 

Opheim,  Warren  O.  V.  . . Sioux  Falls 

Orr,  Russell  T Sioux  Falls 

Ortmeier,  Denny  G Sioux  Falls 

Owens,  L^ycester,  Jr Sioux  Falls 

Parry,  Rodney  R Sioux  Falls 

*Pasek,  Edward  A Sioux  Falls 

Paul,  K.  Lynn Sioux  Falls 

Payne,  Harlan  A Sioux  Falls 

Pederson,  Kim  Sioux  Falls 

Pekas,  Michael  W Sioux  Falls 

Petereit,  Martin  F Sioux  Falls 

Peters,  Edward  H Sioux  Falls 

Peters,  Patricia  Sioux  Falls 

Peterson,  Karl  G Sioux  Falls 

Petres,  Anthony  Salem 

Pitt-Hart,  Barry  T Sioux  Falls 

Plummer,  Richard  Sioux  Falls 

Putnam,  Wesley  D Sioux  Falls 

Quale,  James  L Sioux  Falls 

Randall,  Bradley  B Sioux  Falls 

Raszkowski,  Robert  R.  . . . Sioux  Falls 

Read,  Ralph  L Sioux  Falls 

Reagan,  James  Garretson 

Regier,  Eugene  R Canton 

Reynolds,  James  R Sioux  Falls 

Richards,  George  A Sioux  Falls 

Ries,  Dennis  Freeman 

Rodman,  Peter  K Sioux  Falls 

Rolfsmeyer,  Eric  Sioux  Falls 

Romanic,  Bmce  Salem 

Rossing,  David  R Sioux  Falls 

Rossing,  William  O Sioux  Falls 

Rost,  Michael  C Sioux  Falls 

Ryan,  James  E Sioux  Falls 

Rydberg,  Mitchell  L Dell  Rapids 

Salem,  Anthony  G Sioux  Falls 

Sail,  John  C Sioux  Falls 

Salmela,  Steven  R Sioux  Falls 

Sanchez,  Gonzalo  M Sioux  Falls 

Sanderson,  Everett  W.  ...  Sioux  Falls 

Schafer,  L.  W Sioux  Falls 

Schellpfeffer,  Donald  Sioux  Falls 

Schultz,  Gregory  Sioux  Falls 

Schultz,  Rich^ard  D Sioux  Falls 

Schultz,  Thomas Sioux  Falls 

Seidel,  Robert Sioux  Falls 

Shreves,  Howard  Sioux  Falls 

Simmons,  Jerry  L Sioux  Falls 

Sittner,  Larry Sioux  Falls 

Slattery,  Mary  T Sioux  Falls 

*Smith,  George  Sioux  Falls 

Smith,  Michael Sioux  Falls 

Solberg,  Lloyd  E Sioux  Falls 

Soye,  Andrew  I Sioux  Falls 

*Stahmann,  Fred  S Arizona 

Stassen,  Michael  D Sioux  Falls 

Steidl,  Lester Sioux  Falls 

*Steiner,  Peter  K California 

Stensland,  Vernon  H Sioux  Falls 

*Stem,  Charles  A California 

Stevens,  Dennis  C Sioux  Falls 

Stoltz,  C.  Roger Sioux  Falls 
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SOUTH  DAKOTA 


I 

I 

j Talley,  Robert  C Sioux  Falls 

j Tam,  Guy  E Sioux  Falls 

j Thomas,  J.  R Sioux  Falls 

I Tieszen,  Jerel  E Sioux  Falls 

I Tobin,  Michael  D Sioux  Falls 

I Tschetter,  Loren  K Sioux  Falls 

|t  Tschetter,  Richard  T Sioux  Falls 

i|  Uken,  Patsy Sioux  Falls 

II  VanDemaric,  R.  E.,  Sr.  . . Sioux  Falls 
li  VanDemark,  Robert  E.,  Jr.  Sioux  Falls 
i:  VanderWoude,  Larry  B.  . Sioux  Falls 


*Villa,  Jose  P Freeman 

Vogt,  H.  Bruce Sioux  Falls 

Volin,  Verlynne  V Sioux  Falls 

Wagner,  Loyd  R Sioux  Falls 

Waltner,  Lonnie  L Bridgewater 

Walton,  Jerry  L Sioux  Falls 

Watson,  William  V Sioux  Falls 

Wegner,  Karl  H Sioux  Falls 

Wellman,  Lawrence  Sioux  Falls 

White,  Thomas  C Sioux  Falls 

Wierda,  Daryl  R Sioux  Falls 


Williams,  Buck  J Sioux  Falls 

Wilson,  Robert  Sioux  Falls 

Wilson,  Thomas  M Sioux  Falls 

Wingert,  Marvin Garretson 

Wirtz,  Patricia  S Sioux  Falls 

Witzke,  David Sioux  Falls 

Wyatt,  George  W Sioux  Falls 

Wyatt,  Ronald  O Sioux  Falls 

Zawada,  E.  T Sioux  Falls 

Zimmerman,  Rodney  Sioux  Falls 


YANKTON 
DISTRICT  No.  8 

Pres.,  Julie  Stevens,  M.D.  Sec./Treas.  John  Frank,  M.D. 


!i 


I Aanning,  Harald  L Yankton 

I Adams,  Curtis  M Yankton 

I *Brookman,  Bruce  T Wagner 

I Buchhammer,  Carlos  R GA 

I Dendinger,  William  J Vermillion 

! Fletcher,  Harold  J Vermillion 

Flom,  Jon  O Yankton 

Foley,  Robert  J Tyndall 

Frank,  John  Yankton 

Gilmore,  H Yankton 

Gunderson,  Dale  E Yankton 

Halverson,  Kenneth Yankton 

Heck,  Louis Yankton 

Heinrichs,  Eberhard  H.  . . .Vermillion 

Holzwarth,  David  R Yankton 

Honke,  Richard  W.,  II Wagner 

Hubner,  Jay  W Yankton 

Isburg,  Carroll  D Yankton 

Jameson,  G.  Malcolm Yankton 

Johnson,  Thomas  C Yankton 

Johnson,  Virginia  P Vermillion 


Kalda,  Ellison  F.  . . . 

Platte 

King,  Patrick 

Yankton 

LaPorte,  John  

. Hartington,  NE 

Lyso,  Melford  B.  . . . 

Yankton 

*McVay,  Chester  B. 

Yankton 

McVay,  Michael  R. 

Yankton 

Messner,  Frank  D.  . . 

Yankton 

Meyer,  Larry  A 

Yankton 

Neubauer,  Jo 

Yankton 

Neumayr,  Robert  J.  . 

Yankton 

Olson,  Thomas  H.  . . 

Vermillion 

Pesce,  Ulises  

Yankton 

Petersen,  Loren  P.  . . 

Yankton 

Porter,  Richard  I.  . . . 

Yankton 

Potas,  D.  G 

Yankton 

Price,  Ronald  D.  . . . 

Armour 

Pro  vow,  Susan  R.  . . 

Vermillion 

Pullen,  Myrick  

Yankton 

Radack,  Morris  L.  . . 

Yankton 

Ranney,  Brooks  

Yankton 

Reaney,  Duane  B.  . . 

Yankton 

Reding,  Arthur  P Marion 

Rhoades,  Marques  E Yankton 

*Riesberg,  Elsa TX 

Saloum,  Herbert  T Tyndall 

Saoi,  Nicasio  B Yankton 

Sattler,  Theodore  H Yankton 

*Sebring,  Floyd  U Minn. 

Smith,  David  A Yankton 

Stanage,  Willis  F Yankton 

Stephenson,  D Yankton 

Stemquist,  John  C Yankton 

Stevens,  Julie  C Yankton 

Thompson,  Robert  F Yankton 

Tidd,  John  T Yankton 

Tuan,  Chung  H Yankton 

Turner,  Charles  R Vermillion 

Vlach,  Charles  Hartington,  NE 

Wells,  John  Yankton 

Wiggs,  James  Yankton 

Willcockson,  John  R Yankton 

Willcockson,  Thomas  H Yankton 


Pres.,  Carol  Zielike,  M.D. 


Ahrlin,  H.  Lee,  Jr Rapid  City 

*Ahrlin,  Hollis  L Rapid  City 

Akerson,  R Rapid  City 

Allen,  Bruce  H Rapid  City 

Allen,  Robert  G Rapid  City 

Anderson,  A.  Byford  Deadwood 

Anderson,  Dale Rapid  City 

Anderson,  Wayne  Deadwood 

Arnold,  George  H Rapid  City 

Ashbaugh,  J Deadwood 

Authier,  Noe  Rapid  City 

*Bailey,  John  D Rapid  City 

Bailey,  S Rapid  City 

Bareis,  Reuben  J Rapid  City 

Barlow,  John Rapid  City 

Bauman,  Randell  E Rapid  City 

Bedingfield,  John  R Rapid  City 

*Behrens,  Clayton  L Rapid  City 

Bell,  Barbara Rapid  City 

Bergeron,  Dale  A Rapid  City 

BerkebUe,  Dale  E Rapid  City 

Bloemendaal,  Robert  D.  . .Rapid  City 

Blonder,  Scott Rapid  City 

Boddicker,  M Rapid  City 

*Borgmeyer,  Henry  J Rapid  City 

*Boyce,  Raymond  A Rapid  City 

Boyer,  David  W Rapid  City 

Brady,  Forrest Spearfish 

*Branch,  Robert  F Rapid  City 

Brandner,  Michael Rapid  City 

*Bray,  Robert  B Rapid  City 


BLACK  HILLS 
DISTRICT  No.  9 

Vice  Pres.,  James  Engelbrecht  Craig,  M.D. 


Breeden,  V Belle  Fourche 

Brown,  Michael  Spearfish 

Bumap,  Donald  Rapid  City 

Burnett,  Raymond  G Rapid  City 

Butz,  Gerald  W Rapid  City 

Calhoon,  Stephen  L Rapid  City 

*Cameron,  Douglas Rapid  City 

Carlson,  Gary  L Rapid  City 

*Clark,  Bernard  S Spearfish 

*Cline,  James  A.  Rocky  Mount,  NC 

Comford,  Raymond  C Rapid  City 

Craig,  James  E Deadwood 

Cruse,  Joseph  Rapid  City 

Dewald,  Allan  L Rapid  City 

Drummond,  Ronald  G Rapid  City 

Dzintars,  Paul  F Rapid  City 

Ebbert,  Larry  P Rapid  City 

*Elston,  John  T Rapid  City 

Engelbrecht,  J.  A Rapid  City 

Ferrell,  Robert  L Rapid  City 

Fetters,  B Hot  Springs 

Finley,  Richard  C Rapid  City 

Fisher,  Steven Custer 

Freimark,  Lyle  G Rapid  City 

Fromm,  Harold  E Rapid  City 

Frost,  Harold  L Rapid  City 

Gebhardt,  D Spearfish 

*Gilbert,  Freeman  J.  . . .Belle  Fourche 

Gill,  Timothy  Rapid  City 

Giuseffi,  Steven  Spearfish 

Golliher,  Warren  N Spearfish 


Sec.,  N.  R.  Whitney,  M.D. 

Goodhope,  Robert  C Fort  Meade 

Graff,  Randall Deadwood 

Gwinn,  Charles  B Hot  Springs 

Haas,  Stephen  N Rapid  City 

Hafner,  Daniel  J Rapid  City 

Hamm,  Joseph  N Rapid  City 

Hansen,  Craig  K Rapid  City 

Hare,  Helen  Jane  Rapid  City 

Harris,  Russell  H Rapid  City 

Hart,  Charles Rapid  City 

Hata,  Steven  Rapid  City 

Haugan,  Haakon  O Rapid  City 

Hayes,  Craig  Deadwood 

Hayes,  Robert  H Wall 

Herbst,  John  Deadwood 

Hercules,  Costas Rapid  City 

Herlihy,  J.  J Rapid  City 

Hewitt,  John  M Rapid  City 

Honke,  Sandra  Rapid  City 

Howard,  William  J Rapid  City 

Huot,  Samuel  Rapid  City 

Iverson,  Greg  Rapid  City 

Jackson,  James  W Rapid  City 

Jacobson,  Theodore  R.  . . .Hot  Springs 

James,  Edward  H Rapid  City 

Janss,  Gerti  Rapid  City 

Janss,  W Rapid  City 

Jenter,  George  W Sturgis 

Jentes,  Paul  K Fort  Meade 

Jerde,  O.  Myron Rapid  City 

Johnson,  Dave  Rapid  City 
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Johnson,  Robert  K Rapid  City 

Jones,  William  E Sturgis 

Kelts,  K.  Alan  Rapid  City 

Klar,  Werner Fort  Meade 

Knecht,  John  F Martin 

*Koren,  Paul  H Rapid  City 

Kovarik,  Joseph  A Rapid  City 

Kovarik,  Richard  A Rapid  City 

Kovarik  Wenzel  J Rapid  City 

Krafka,  Thomas  L Rapid  City 

Kullbom,  James  B Rapid  City 

Kunz,  James  A Rapid  City 

Kwan,  Francis  P Rapid  City 

*Lampert,  Arthur  A Rapid  City 

Landgraf,  Charles  Hot  Springs 

Langenfeld,  Michael  Box  Elder 

Lauer,  David  A Sturgis 

Lewis,  C.  A Sturgis 

Liedtke,  Curtis  J Sturgis 

Loos,  Charles  M Rapid  City 

Lord,  Charles  Rapid  City 

Mangulis,  George  J Philip 

Manzo-Chua,  D Hot  Springs 

Markusfeld,  Jack  Fort  Meade 

Massa,  Lawrence  L Sturgis 

Massopust,  Steven Rapid  City 

Mathews,  Michael  Rapid  City 

Mattson,  William  J Rapid  City 

McGuigan,  Patrick  M Rapid  City 

*Merryman,  Murlin  P Rapid  City 

Millea,  Roger  P Rapid  City 


Pres.,  Tony  Berg,  M.D. 


Berg,  Tony  L Winner 

Carpenter,  Mary Winner 

Hanson,  Jeffrey  Rosebud 


Minton,  Timothy  Rapid  City 

Mortimer,  Sam  L Rapid  City 

*Munson,  H.  Benjamin  . . .Rapid  City 

Neu,  Norman  D Rapid  City 

Nixon,  Robert Rapid  City 

Nord,  Allen  E Rapid  City 

O’Dell,  Ruth  Deadwood 

Oliver,  D.  E Rapid  City 

O’Sullivan,  J Bell  Fourche 

*Owen,  Gordon  S Rapid  City 

Palmerton,  Ernest  S Rapid  City 

Parker,  J Spearfish 

*Perry,  Wm.  J Rapid  City 

Phipps,  Nancy Rapid  City 

Pucelik,  J.  A Deadwood 

Quinn,  Robert Rapid  City 

Ramos,  Manuel  F Sioux  Falls 

Reinoehl,  Warren  L Custer 

Renka,  Richard  P Rapid  City 

Ridenour,  Chester  D Sturgis 

Rieth,  R.  David  Rapid  City 

Roberts,  Bob Spearfish 

Rosario,  Elmo  J Rapid  City 

Rud,  James  A Rapid  City 

Ruud,  Edward  T Hot  Springs 

Sabow,  J Rapid  City 

Sandvik,  David  E Rapid  City 

Sanmartin,  Jorge  E Rapid  City 

*Saxton,  A.  J New  Mexico 

Schad,  C Rapid  City 

Sejvar,  Joseph  P Rapid  City 

ROSEBUD 
DISTRICT  No.  10 

Vice  Pres.,  Louis  Hogrefe,  M.D. 


Hogrefe,  Louis  H Gregory 

Malm,  John  A Gregory 

Nemer,  Raymond  G Gregory 


Shining,  H.  Streeter  Rapid  City 

Slama,  D Rapid  City 

Slingsby,  J.  Geoffrey  Rapid  City 

Slingsby,  John  B Rapid  City 

Strand,  Ray  Rapid  City 

Sutliff,  Willis  C Rapid  City 

Swisher,  Lowell  P Kadoka 

Theissen,  Hubert  H Rapid  City 

Tracer,  Charles Rapid  City 

Traub,  Douglas Rapid  City 

Trinidad,  Reuben  B Deadwood 

Tschetter,  William  R Rapid  City 

VanEtten,  Donald  D Rapid  City 

Vogele,  Kenneth  A Rapid  City 

Vosler,  Steven  Spearfish 

Waltman,  Steven  Rapid  City 

Wehrkamp,  L MT 

Weitzenkamp,  Larry  Rapid  City 

Welsh,  Gary  L Rapid  City 

Welty,  Thomas  Rapid  City 

Wessel,  Alvin  Rapid  City 

*Westaby,  Robert  S Hot  Springs  i 

Whitney,  Nathaniel  R Rapid  City  'i 

Wicks,  Dennis  R Custer- 

*Williams,  F.  R Arizona  i 

Wingert,  Robert  Rapid  City 

Wright,  Paul  L Rapid  City 

Yackley,  James  V Rapid  City 

Yamada,  Andrew  R Rapid  City 

Rapid  City 
Rapid  City  i 


Sec./Treas.,  Mary  Carpenter,  M.D. 


Stiehl,  Robert  L Winner 

Sweet,  Edwin  P Burke 

Tobin,  Gregg Winner 


*Zanka,  J.  A. 
Zielike,  Carol  M 


Pres.,  Ben  Henderson,  D.O. 


Clippinger,  Mark  Eagle  Butte 

Collins,  James  D Mobridge 

Henderson,  Ben  J Mobridge 

Lawrence,  Ronald  Mobridge 


Pres.  K.  Vanadurongvan,  M.D. 


Bell,  Eldon  E DC 

Bjordahl,  Kevin  Webster 

Chaska,  Ben  Webster 

*Janavs,  Visvaldis  FL 


* Indicates  Honorary  Members 


NORTHWEST 
DISTRICT  No.  11 

Vice  Pres.,  J.  D.  Collins,  M.D. 


Linde,  Leonard  M Mobridge 

*Nolan,  Bernard  P Mobridge 

Ottenbacher,  John  Selby 

*Spiry,  Arthur  W Missouri 


WHETSTONE  VALLEY 
DISTRICT  No.  12 

Vice  Pres.,  V.  Vanadurongvan,  M.D. 


* Johnson,  Edward  A Milbank 

Kass,  Joseph  Rosholt 

Nelson,  Lawrence  F Webster 

Oey,  David  L Sisseton 


Sec.,  L.  M.  Linde,  M.D. 


Weiland,  Paul  Mobridge 

Wunder,  James  F Mobridge 

Yecha,  David  J Hoven 


Sec.,  Kevin  Bjordahl,  M.D. 


Staub,  David  W Sisseton 

Vanadurongvan,  K Milbank 

Vanadurongvan,  V Milbank 


South  Dakota  State  Medical  Association  Roster  — 1987 
Membership  — Alphabetical  Listing 


Aaiming,  Harald,  L Yankton 

Abu-Ghazaleh,  Samir  Z.  . Sioux  Falls 

Adams,  Curtis  M Yankton 

Adams,  Harold  P Huron 


Ahrlin,  H.  Lee,  Jr Rapid  City 

*Ahrlin,  Hollis  L Rapid  City 

Akerson,  R Rapid  City 

Albano,  Patemo  C Aberdeen 


*Alcom,  Floyd  Sioux  Falls 

Allen,  Bruce  H Rapid  City 

Allen,  Robert  G Rapid  City 

Allen,  Stanley  W.,  Jr Watertown 
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Altman,  Stanley  B Aberdeen 

Alvine,  Frank  G Sioux  Falls 

I Amundson,  Loren  H Sioux  Falls 

I Andersen,  Calvin  F Aberdeen 

: Anderson,  A.  Byford  Deadwood 

i Anderson,  Courtney  W.  . . Sioux  Falls 

Anderson,  Dale Rapid  City 

I Anderson,  Edward  F Sioux  Falls 

I Anderson,  Esther  E Aberdeen 

Anderson,  James  A Huron 

Anderson,  Keith Sioux  Falls 

*Anderson,  Warren  R.  ...  Sioux  Falls 

Anderson,  Wayne  Deadwood 

; Angelos,  Theodore  A Canton 

Appelwick,  James  E Madison 

: Argabrite,  John  W Watertown 

*Ameson,  Wallace  A.  ...  Sioux  Falls 

I Arnold,  George  H Rapid  City 

Ashbaugh,  J Deadwood 

*Askwig,  Leroy  C AZ 

Aspaas,  Paul  K.,  Jr Sioux  Falls 

*Aspaas,  Paul  K.,  Sr Dell  Rapids 

Augspurger,  Ken  D Sioux  Falls 

Austin,  Susan  . . . Wessington  Springs 
Authier,  Noe  Rapid  City 

Baas,  Walter  P Mitchell 

Bachmayer,  Jay  D Aberdeen 

*Bailey,  John  D Rapid  City 

Bailey,  S Rapid  City 

Bandiera,  Samuel  J Brookings 

Bareis,  Reuben  J Rapid  City 

Barker,  John  D.,  Jr Sioux  Falls 

Barlow,  John  F Rapid  City 

Barnett,  George  L Sioux  Falls 

Bartholomew,  Kenneth  A.  . . .Faulkton 

Bartron,  G.  Robert  Watertown 

*Bartron,  Harry  J.,  Jr Watertown 

Bauer,  Barry  Sioux  Falls 

Bauman,  Mary  Sioux  Falls 

Bauman,  Randell  E Rapid  City 

Bean,  David  W Sioux  Falls 

Bedingfield,  John  R Rapid  City 

*Behrens,  Clayton  L Rapid  City 

Belatti,  Richard  G Sioux  Falls 

Bell,  Barbara Rapid  City 

Bell,  Eldon  E D.C. 

Bell,  G.  Robert DeSmet 

Belyea,  Mark  E Huron 

Benson,  Gad  M Sioux  Falls 

Bentz,  J.  W Platte 

Berg,  Sterling  Redfield 

Berg,  Tony  L Winner 

Bergeron,  Dale  A Rapid  City 

BerkebOe,  Dale  E Rapid  City 

Berry,  Jack  T Mitchell 

Berry,  Scott Aberdeen 

Bess,  Michael  A Sioux  Falls 

Betts,  L.  S Huron 

Bhat,  Dileep  S Mitchell 

Bhatti,  Tajammul  H Sioux  Falls 

Bieberly,  Frank Chamberlain 

Billion,  John  J Sioux  Falls 

Billion,  Stephen  Sioux  Falls 

*Billion,  Thomas  J Sioux  Falls 

Binder,  Clifford  F Chamberlain 

Birkenkamp,  Ray  T Mitchell 

Bjordahl,  Kevin  Webster 

Blake,  Jerome  M MA 

*Bloemendaal,  Gerrit  J Ipswich 

Bloemendaal,  Robert  D.  . .Rapid  City 

Blonder,  Scott Rapid  City 

Boade,  Werner  A Sioux  Falls 

Boddicker,  M Rapid  City 

Boom,  Paul,  Jr Pierre 

*Borgmeyer,  Henry  J Rapid  City 


Borth,  D Pierre 

*Boyce,  Raymond  A Rapid  City 

Boyer,  David  W Rapid  City 

Brady,  Forrest Spearfish 

Braithwaite,  Thomas Sioux  Falls 

*Branch,  Robert  F Rapid  City 

Brandenburg,  Verdayne  R.  Sioux  Falls 

Brandner,  Michael Rapid  City 

*Bray,  Robert  Rapid  City 

Brechtelsbauer,  David Sioux  Falls 

Breeden,  V Belle  Fourche 

*Breit,  Donald  H Sioux  Falls 

Brevik,  Alan  K Redfield 

Brindle,  Jeffrey Sioux  Falls 

Broadhurst,  Kennon  E Aberdeen 

*Brookman,  Bruce  T Wagner 

Brown,  Bradley  A Watertown 

Brown,  Delbert  L Sioux  Falls 

Brown,  Michael  Spearfish 

Brown,  Robert  H Aberdeen 

Bruins,  George  S Sioux  Falls 

Bruning,  G Flandreau 

Brzica,  Stephen  M Sioux  Falls 

Buchanan,  David  J Huron 

Buchhammer,  Carlos  R GA 

Buchholz,  Carole  Huron 

Buchholz,  Curtis  Huron 

Bucy,  Christine  F Sioux  Falls 

Bunker,  T Aberdeen 

Burgers,  James  Sioux  Falls 

Burkhart,  Thomas  J Sioux  Falls 

Bumap,  Donald  Rapid  Citj 

Burnett,  Raymond  G Rapid  City 

Bums,  Howard  W Sioux  Falls 

*Bums,  Kendall  R Sioux  Falls 

Burrish,  Gene  Sioux  Falls 

Burt,  Roy Aberdeen 

Butz,  Gerald  W Rapid  City 


Calhoon,  Stephen  L Rapid  City 

*Cameron,  Douglas Rapid  City 

Carlson,  Gary  L Rapid  City 

Carlson,  W.  O Sioux  Falls 

Carpenter,  M Winner 

Carpenter,  Paul  L Sioux  Falls 

Carrera,  Jose  Sioux  Falls 

Carroll,  N Sioux  Falls 

Carter,  Guy  A Sioux  Falls 

Carter,  Peter  B Aberdeen 

Carter,  Roger  L Watertown 

Cass,  Joseph  Sioux  Falls 

Cavanaugh,  Dennis  J Huron 

Chalmers,  James  H Sioux  Falls 

Chang,  Joe  P Aberdeen 

Chaska,  Ben  Webster 

Chavier,  Juan  R Aberdeen 

Chicoine,  Noel  Pierre 

Cho,  Dong Sioux  Falls 

Cho,  Myung  Sioux  Falls 

Christensen,  Martin Mitchell 

Christopher,  John  R Aberdeen 

*Church,  Bill  Sioux  Falls 

Cink,  Thomas  M Sioux  Falls 

*Clark,  Bernard  S Spearfish 

*Clark,  Carroll  J Watertown 

Clark,  Edward  T Sioux  Falls 

*Cline,  James  A.  Rocky  Mount,  NC 

Clippinger,  Mark  Eagle  Butte 

*Collins,  E.  Howard Gettysburg 

Collins,  James  D Mobridge 

Comford,  Raymond  C Rapid  City 

Cosand,  Marion  R Pierre 

Crandell,  Michael  P Kennebec 

Crank,  Robert  Watertown 

Cmse,  Joseph  Rapid  City 

Cruz,  David Corsica 


Cutshall,  Vincent  K Sioux  Falls 

Daw,  Edward  F Sioux  Falls 

Day,  Richard Sioux  Falls 

Dean,  Roscoe  E.  Wessington  Springs 
Dean,  Thomas  M.  Wessington  Springs 

DeClark,  Robert  P Sioux  Falls 

Delaney,  Michael Mitchell 

DeGeest,  James  H Miller 

*Delaney,  Robert Mitchell 

Delaney,  Thomas  Mitchell 

*Delaney,  William  A.,  Jr.  ...  Mitchell 

Dendinger,  William  J Vermillion 

Desai,  Bhasker  J Watertown 

Devick,  John  S Colton 

Devick,  M Canton 

Dewald,  Allan  L Rapid  City 

Dilger,  Joseph  T Mitchell 

Donahoe,  John  W Sioux  Falls 

Dmmmond,  Ronald  G Rapid  City 

Drymalski,  Walter  G Sioux  Falls 

D’Souza,  Edward  P Aberdeen 

Duggan,  Robert  Pierre 

Dzintars,  Paul  F Rapid  City 

Dzintars,  Valdis  A Sioux  Falls 

Easton,  Jessie  K.  M Sioux  Falls 

Ebbert,  Larry  P Rapid  City 

Ecklund,  Scott  Sioux  Falls 

Eckrich,  Jerome  A.,  Jr Aberdeen 

*Eirinberg,  Isadore  D.  ...  Sioux  Falls 

Elkjer,  Neil  J Sioux  Falls 

Ellerbusch,  David  Aberdeen 

Elson,  David  L Sioux  Falls 

*Elston,  John  T Rapid  City 

Engelbrecht,  J.  A Rapid  City 

English,  Gilbert  Sioux  Falls 

*Ensberg,  Dorence  L Sioux  Falls 

Epp,  Dennis  L Freeman 

Erickson,  David  Dell  Rapids 

Evans,  George  LA 

Fahrenwald,  Myron  E Aberdeen 

*Farrell,  Harry  W Sioux  Falls 

Farritor,  Michael  Sioux  Falls 

Fedt,  Donald  N Watertown 

Fenton,  Lawrence  J Sioux  Falls 

Ferrell,  Michael  R Sioux  Falls 

Ferrell,  Robert  L Rapid  City 

Fetters,  B Hot  Springs 

Finley,  Richard  C Rapid  City 

Finney,  Lawrence  W Sioux  Falls 

Fisher,  Steven Custer 

*Fisk,  Robert  G Flandreau 

Fletcher,  Harold  J Vermillion 

Flohr,  Charles  E Mitchell 

Flom,  Jon  O Yankton 

Flora,  George  C Sioux  Falls 

Foley,  Robert  J Tyndall 

Foss,  J.  Frank Sioux  Falls 

Frank,  J.  J Yankton 

Frazer,  Paul  D Sioux  Falls 

Freeman,  Jerome  W Sioux  Falls 

Freimark,  Lyle  G Rapid  City 

*Friefeld,  Saul  Miimeapolis,  MN 

Friess,  Richard  W Sioux  Falls 

Fritz,  John  Mitchell 

Fromm,  Harold  E Rapid  City 

Frost,  Donald  M Sioux  Falls 

Frost,  Harold  L Rapid  City 

Fuller,  William  C Sioux  Falls 

Gaeckle,  Thomas  Sioux  Falls 

Gaede,  James  Mitchell 

Gaetze,  V.  Jane  Mitchell 

Galatzan,  Russell  Mitchell 

Gebhardt,  D Spearfish 

Gehring,  Stephen  H Watertown 
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George,  Robert Sioux  Falls 

Gerber,  Bernard  C Aberdeen 

Gerber,  Jean  Aberdeen 

Gere,  Richard  G Mitchell 

Gerrish,  Catherine  Watertown 

Gerrish,  Edwin  Watertown 

Giebink,  Robert  R Sioux  Falls 

*Gilbert,  Freeman  J.  . . .Belle  Fourche 

Gilmore,  H Yankton 

Gill,  Timothy  J Rapid  City 

Gillis,  Floyd  D.,  Jr Mitchell 

Giridhar,  Sanjeevi  Aberdeen 

Giuseffi,  Steven  Spearfish 

Goepfert,  Mary Brookings 

Gold,  Donald  Sioux  Falls 

Golliher,  Warren  N Spearfish 

Goodhope,  Robert  C Fort  Meade 

Graff,  Randall Deadwood 

Graham,  Donald  B Sioux  Falls 

Grau,  Thomas  J Sioux  Falls 

Gray,  John Sioux  Falls 

Green,  Marc  Sioux  Falls 

Greenfield,  Duane  L Sioux  Falls 

Gregg,  John  B Sioux  Falls 

Groote,  Curtis  A Spearfish 

Gross,  H.  Phil Sioux  Falls 

*Grove,  M.  Stuart Sioux  Falls 

Gryte,  Clifford  F Huron 

Guddal,  W.  Nicol  Watertown 

Gunderson,  Dale  E Yankton 

Gunnarson,  Richard  E.  ...  Sioux  Falls 

Gutch,  Charley  F Sioux  Falls 

Gutnik,  Leonard  M Sioux  Falls 

Gwinn,  Charles  B Hot  Springs 

Haas,  Stephen  N Rapid  City 

Hafner,  Daniel  J Rapid  City 

Hagen,  Jeffrey  B Sioux  Falls 

Haley,  Michael  D Mitchell 

Halliday,  D.  J Lake  Norden 

Halverson,  Kenneth Yankton 

Hamm,  Joseph  N Rapid  City 

Hanna,  Marwin Sioux  Falls 

Hansen,  Craig  K Rapid  City 

Hanson,  Bemie  H.  P Watertown 

Hanson,  Jeffrey  Rosebud 

Hanson,  William  O Huron 

Hardie,  Richard  Sioux  Falls 

Harding,  Frank  Watertown 

Hare,  Helen  Jane  Rapid  City 

Harlow,  Mark  C Aberdeen 

Harms,  R.  W Sioux  Falls 

Harris,  F.  L Sioux  Falls 

Harris,  Mary  Sioux  Falls 

Harris,  Russell  H Rapid  City 

Hart,  Charles Rapid  City 

Hart,  Harvey  J Aberdeen 

Hartmann,  Alfred  E Sioux  Falls 

Hartzell,  Allan  J Sioux  Falls 

Hata,  Steven  Rapid  City 

Haugan,  Haakon  O Rapid  City 

Hayes,  Craig  Deadwood 

Hayes,  Robert  H Wall 

Heck,  Louis Yankton 

Heidom,  Richard  Arlington 

Heilman,  Bernard Madison 

Heinemann,  D Canton 

Heinemann,  Phyllis  E Aberdeen 

Heinrichs,  Eberhard  H.  . . .Vermillion 

Heisinger,  Randolph  Aberdeen 

Heisler,  Jean  Sioux  Falls 

Held,  W Sioux  Falls 

Henderson,  Ben  J Mobridge 

Hendricks,  M Sioux  Falls 

Henrickson,  Lynn  A Sioux  Falls 

Henrickson,  Robert  G.  ...  Sioux  Falls 


*Henry,  Robert  B Brookings 

Herbst,  John  Deadwood 

Hercules,  Costas Rapid  City 

Herlihy,  J.  J Rapid  City 

Hermann,  Harland  T Sturgis 

Herrin,  G Pierre 

Hewitt,  John  M Rapid  City 

Hockett,  Richard  D Mitchell 

*Hofer,  Emil  A Huron 

Hoffman,  Wendall Sioux  Falls 

Hoffmann,  Jay  Mitchell 

Hoffsten,  Phillip  E Pierre 

Hogrefe,  Louis  H Gregory 

Hogue,  Michael  Sioux  Falls 

Hohm,  Byron  T Sioux  Falls 

Hohm,  Paul  H Huron 

Hohm,  Robert  C Huron 

*Hohm,  Theodore  A Huron 

Holkesvick,  R.  E Aberdeen 

Holland,  Lambert  W.  ...  Chamberlain 

Holm,  Richard  P Brookings 

Holzwarth,  David  R Yankton 

Honke,  Richard  W.,  U Wagner 

Honke,  Sandra  Rapid  City 

Homer,  William Sioux  Falls 

Homing,  James  R Sioux  Falls 

Hosen,  Richard  S Sioux  Falls 

Hoskins,  John  H Sioux  Falls 

Hoversten,  David  L Sioux  Falls 

Ho  viand,  James  I Aberdeen 

Howard,  William  J Rapid  City 

Howe,  Jerome  K Mitchell 

Hoxtell,  Eugene  O Sioux  Falls 

Hsu,  V Aberdeen 

Huber,  Joel  B Redfield 

Huber,  Thomas  J Pierre 

Hubert,  Bmce  Sioux  Falls 

Hubner,  Jay  W Yankton 

Huet,  William  G.  M Huron 

Hughes,  Howard  D Clear  Lake 

Humphreys,  Donald  W.  . . Sioux  Falls 

Huot,  Samuel  Rapid  City 

*Huppler,  Edward  G.  . . St.  Paul,  MN 

Hurley,  Brian  Sioux  Falls 

Hurley,  Timothy Sioux  Falls 

Hussain,  Rif’ at  Sioux  Falls 

Hyland,  Lowell  J Sioux  Falls 

Ingvoldstad,  James  P Sioux  Falls 

Isburg,  Carroll  D Yankton 

Iverson,  Gregory  Rapid  City 

Jackson,  James  W Rapid  City 

Jacobs,  Tad  B Flandreau 

Jacobson,  Theodore  R.  . . .Hot  Springs 

Jahraus,  R.  Curtis  Pierre 

James,  Edward  H Rapid  City 

Jameson,  G.  Malcolm Yankton 

*Janavs,  Visvaldis  FL 

Janis,  John  B Sioux  Falls 

Janss,  Gerti  Rapid  City 

Janss,  Wm Rapid  City 

Janusz,  Albin  J Aberdeen 

Jaqua,  Richard  A Sioux  Falls 

Javurek,  Anthony  J Sioux  Falls 

Jenter,  George  W Sturgis 

Jentes,  Paul  K Fort  Meade 

Jerde,  O.  Myron Rapid  City 

Johnson,  Carl  Pierre 

Johnson,  Dave  Rapid  City 

Johnson,  Dennis  L Sioux  Falls 

* Johnson,  Edward  A Milbank 

Johnson,  Jorge  Sioux  Falls 

Johnson,  Robert  C Sioux  Falls 

Johnson,  Robert  K Rapid  City 


Johnson,  Thomas  C Yankton 

Johnson,  Virginia  P Vermillion 

Jones,  Frank  Sioux  Falls 

Jones,  James  Sioux  Falls 

Jones,  John  B Chamberlain 

Jones,  Warren  L Sioux  Falls 

Jones,  William  E Sturgis 

Judge,  John  O Mitchell 

Justice,  Michael  W Dell  Rapids 

Kalda,  Ellison  F Platte 

Kalda,  Ellison  F.,  II  Sioux  Falls 

Kangley,  Daniel  J Sioux  Falls 

Kapur,  Hiroo  R Huron 

Kapur,  Ravi Huron 

Karlen,  Louis  W DeSmet 

Kass,  Joseph  Rosholt 

Kaufman,  Irvin  I Freeman 

Kazi,  K.  Stephen  Aberdeen 

Kelts,  K.  Alan  Rapid  City 

Kemp,  Earl  D Sioux  Falls 

Kennelly,  Daniel  J Sioux  Falls 

*Kershner,  Calvin  M Brookings 

*King,  Lyndon  M.,  Jr.  ...  Sioux  Falls 

King,  P Yankton 

*Kittelson,  H.  Otis  Sioux  Falls 

Klar,  Werner Fort  Meade 

Knecht,  John  F Martin 

Knowles,  Roy  C Sioux  Falls 

Knudson,  Donald  H Sioux  Falls 

Knutson,  Dennis  D Sioux  Falls 

Knutson,  Roger  Rapid  City 

Kocourek,  Bmce  Parkston 

*Kohlmeyer,  Frederick  C.  Sioux  Falls 

Kom,  Carlton  J Aberdeen 

Koob,  K.  Gene Sioux  Falls 

*Koren,  Paul  H Rapid  City 

Kortum,  Cynthia  L Huron 

Kosse,  Karl  H Aberdeen 

Kovarik,  Joseph  A Rapid  City 

Kovarik,  Richard  A Rapid  City 

Kovarik,  Wenzel  J Rapid  City 

Krafka,  Thomas  L Rapid  City 

Kramer,  Charles  G.  . . Fort  Thompson 

Kullbom,  James  B Rapid  City 

Kunz,  James  A Rapid  City 

Kurch,  Julie  Ann  Huron 

Kwan,  Francis  P Rapid  City 

Lakstigala,  Peters  E Sioux  Falls 

Lamb,  Marlin  Watertown 

*Lampert,  Arthur  A.,  Jr Madison 

*Lampert,  Arthur  A.,  Sr.  Rapid  City 

Landes,  Richard  Sioux  Falls 

Landgraf,  Charles  Hot  Springs 

Lang,  Durward  M Sioux  Falls 

Lang,  Terry  Sioux  Falls 

Langenfeld,  Michael  Box  Elder 

Lan^orst,  Barry  J Sioux  Falls 

LaPorte,  John  Hartington,  NE 

Laput,  Aleksandra  Sioux  Falls 

Lardinois,  Clifford  C.,  Sr Huron 

Larsen,  L Sioux  Falls 

Larson,  James  C Watertown 

Larson,  Leland  J Sioux  Falls 

Larson,  Paul  Watertown 

Lauer,  David  A Sturgis 

Lawrence,  Ronald  Mobridge 

Lee,  Si  Gaph  .t Sioux  Falls 

*Leon,  Paul  R Aberdeen 

Lewis,  C.  A Sturgis 

Liedtke,  Curtis  J Sturgis 

Likness,  Clark  W Watertown 

Lindbloom,  Buron  O Pierre 

Linde,  Leonard  M Mobridge 
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Looby,  Thomas  L Sioux  Falls 

Loos,  Charles  M Rapid  City 

Lord,  Charles  Rapid  City 

Lovrien,  Fred  C Sioux  Falls 

Luechtefeld,  Nancy  Sioux  Falls 

Lushbough,  Bruce  C Brookings 

Lyso,  Melford  B Yankton 

Mabee,  Judson  O Mitchell 

Mabee,  L.  M Sioux  Falls 

*Mabee,  Oscar  J Mitchell 

MacRandell,  D Sioux  Falls 

Madison,  Dean  L Sioux  Falls 

Magidson,  M Sioux  Falls 

Magnuson,  Gregory  L.  . . . Sioux  Falls 

M^m,  Jolm  A Gregory 

Malters,  David  Mitchell 

Malters,  Patricia Mitchell 

Mangulis,  George  J Philip 

Manzo-Chua,  D Hot  Springs 

*Maresh,  Everett  R Sioux  Falls 

Margallo,  Lucio  N.,  II  Mitchell 

Markusfeld,  Jack  Fort  Meade 

Marschke,  Robert  F.,  Jr AZ 

Massa,  Lawrence  L Sturgis 

Massopust,  Steven Rapid  City 

Masterson,  Thomas  E.  ...  Sioux  Falls 

Mathews,  Michael  Rapid  City 

Mattson,  Wilham  J Rapid  City 

Matustik,  M.  C Sioux  Falls 

McFee,  John  L Ipswich 

McGee,  Robert  C Aberdeen 

McGrann,  James  R Sioux  Falls 

*McGreevy,  John  V Sioux  Falls 

McGreevy,  Patrick  S Sioux  Falls 

McGuigan,  Patrick  M Rapid  City 

McHale,  Michael  Sioux  Falls 

McHardy,  Bryson  R Brookings 

McIntosh,  George  F Eureka 

McKercher,  Scott Sioux  Falls 

McMillin,  J.  Michael  Sioux  Falls 

*McVay,  Chester  B Yankton 

McVay,  Michael  R Yankton 

McWhirter,  R.  E Mitchell 

Mendoza,  Enrique  Aberdeen 

*Merryman,  Murlin  P Rapid  City 

Messner,  Frank  D Yankton 

Meyer,  Larry  A Yankton 

Meyer,  Robert  J Watertown 

Meyer,  V Sioux  Falls 

Mikkelsen,  Beth Sioux  Falls 

Millea,  Roger  P Rapid  City 

Minton,  Timothy  Rapid  City 

Moench,  J.  L Sioux  Falls 

Mogen,  Mark  Aberdeen 

Mohler,  Charles  Wm Sioux  Falls 

Monfore,  James  E Miller 

Monson,  Charles  D Parkston 

Morris,  Alan  D Sioux  Falls 

Mortimer,  Sam  L Rapid  City 

MueUer,  Eric  H Tripp 

Munson,  David  P Sioux  Falls 

*Munson,  H.  Benjamin  . . .Rapid  City 

Mutch,  MUton  G Sioux  Falls 

Myrmoe,  Arlin  M Aberdeen 

Naughton,  Gregory  Sioux  Falls 

Neidich,  Gary  Sioux  Falls 

Nelimark,  Robert  A Sioux  Falls 

Nelson,  Earl  G Viborg 

Nelson,  Lawrence  F Webster 

Nelson,  Parry  S Watertown 

Nelson,  Richard  A Sioux  Falls 

Nelson,  Robert  E Sioux  Falls 

Nemer,  Raymond  G Gregory 


Neu,  Norman  D Rapid  City 

Neu,  Steven Huron 

Neubauer,  Jo Yankton 

Neumayr,  Robert  J Yankton 

Nice,  Richard  F Sioux  Falls 

Nicholas,  George  A Huron 

Nielsen,  James  L Dell  Rapids 

Nixon,  Robert Rapid  City 

*Nolan,  Bernard  P Mobridge 

Nord,  Allen  E Rapid  City 

Nord,  Wesley  Sioux  Falls 

Nordstrom,  Donald  G.  ...  Sioux  Falls 
*Norgello,  Vikentijs  Sioux  Falls 

Oakland,  James  A Sioux  Falls 

O’Brien,  Charles  P Sioux  Falls 

O’Brien,  Peter  J Sioux  Falls 

Ochsner,  John  A Sioux  Falls 

O’Dell,  R Deadwood 

Odland,  Winston  B Aberdeen 

Oey,  David  L Sisseton 

Ofstein,  Lewis  C Sioux  Falls 

Ohrt,  David  W Sioux  Falls 

Olegario,  Filemon  E.,  Jr.  ...  Mitchell 

Oliver,  D.  E Rapid  City 

Olson,  Jennifer  Sioux  Falls 

Olson,  Michael  L Sioux  Falls 

Olson,  Steven  Sioux  Falls 

Olson,  Thomas  H Verrmllion 

*Opheim,  Warren  L Sioux  Falls 

Opheim,  Warren  O.  V.  . . Sioux  Falls 

OiT,  Russell  T Sioux  Falls 

Ortmeier,  Denny  G Sioux  Falls 

Ostby,  J Watertown 

Ostrowski,  Susan  M Eureka 

O’Sullivan,  J Belle  Fourche 

*Otey,  Bedford  T Flandreau 

Ottenbacher,  John  Selby 

*Owen,  Gordon  S Rapid  City 

Owens,  Leycester  Jr Sioux  Falls 

Owens,  Raymond Pierre 

Palmerton,  Ernest  S Rapid  City 

Park,  Dai  H Pierre 

Parker,  J Spearfish 

Parry,  Rodney  R Sioux  Falls 

*Pasek,  Edward  A Sioux  Falls 

*Patt,  Walter AR 

Patterson,  David  M Redfield 

Paul,  K.  Lynn Sioux  Falls 

Payne,  Harlan  A Sioux  Falls 

Pederson,  K Sioux  Falls 

*Peeke,  Alonzo  P Volga 

*Peik,  Donald  J Brookings 

Pekas,  Michael  W Sioux  Falls 

*Perry,  Wm.  J Rapid  City 

Pesce,  Ulises  Yankton 

Petereit,  Martin  F Sioux  Falls 

Peters,  Edward  H Sioux  Falls 

Peters,  Patricia  Sioux  Falls 

Petersen,  Loren  P Yankton 

Peterson,  Karl  G Sioux  Falls 

Peterson,  Kenneth  Watertown 

Peterson,  Linda  H Watertown 

Petres,  Anthony  Salem 

Phadke,  Yeshwant  G.  ...  Chamberlain 

Phipps,  Nancy Rapid  City 

Piro,  David  F Watertown 

Pitt-Hart,  Barry  T Sioux  Falls 

*Plowman,  Elven  T Brookings 

Plummer,  R Sioux  Falls 

Porter,  Richard  I Yankton 

Potas,  D.  G Yankton 

Price,  Ronald  D Armour 

Provow,  Susan  R Vermillion 


Pucelik,  James  Deadwood 

PuUen,  M Yankton 

Putnam,  Wesley  D Sioux  Falls 

Quale,  James  L Sioux  Falls 

Quinn,  Robert  H Rapid  City 

Radack,  Morris  L Yankton 

Ramig,  Susan  Aberdeen 

Ramos,  Manuel  D Scotland 

Ramos,  Manuel  F Martin 

Ramsay,  John  Brookings 

Randall,  Bradley  B Sioux  Falls 

Ranney,  Brooks  Yankton 

Raszkowski,  Robert  R.  . . . Sioux  Falls 

Read,  Ralph  L Sioux  Falls 

Reagan,  James  L Faith 

Reaney,  Duane  B Yankton 

Reding,  Arthur  P Marion 

Redmond,  Warren  J Aberdeen 

Regier,  Eugene  R Canton 

Reinoehl,  Warren  L Custer 

Renka,  Richard  P Rapid  City 

Reynolds,  James  R Sioux  Falls 

Rhoades,  Marques  E Yankton 

Richards,  George  A Sioux  Falls 

Ridenour,  Chester  D Sturgis 

Ries,  Dennis  Freeman 

*Riesberg,  Elsa TX 

Rieth,  R.  David  Rapid  City 

Rietz,  R.  R Brookings 

Rittmann,  John  E Watertown 

Robbins,  J Huron 

Roberts,  Bob Spearfish 

Roberts,  Charles  S.,  Jr.  ...  Brookings 

*Rodine,  John  C Aberdeen 

Rodman,  Peter  K Sioux  Falls 

Rogatzke,  Kenneth  Watertown 

Rolfsmeyer,  Eric  Sioux  Falls 

Romanic,  Bruce  Salem 

Rosario,  Elmo  J Rapid  City 

Rossing,  David  R Sioux  Falls 

Rossing,  William  O Sioux  Falls 

Rost,  l^chael  C Sioux  Falls 

*Rousseau,  Maurice  C.  . . .Watertown 

Rud,  James  A Rapid  City 

Rud,  John Brookings 

Ruggles,  James  G Watertown 

Ruud,  Edward  T Hot  Springs 

Ryan,  James  E Sioux  Falls 

Rydberg,  Mitchell  L Dell  Rapids 

Sabow,  John  Rapid  City 

Salem,  Anthony  G Sioux  Falls 

Sail,  John  C Sioux  Falls 

Salmela,  Steven  R Sioux  Falls 

Saloum,  Herbert  T Tyndall 

Sample,  Richard  G Madison 

Sanchez,  Gonzalo  M Sioux  Falls 

*Sanders,  Mary  E Redfield 

Sanderson,  Everett  W.  ...  Sioux  Falls 

Sandvik,  David  E Rapid  City 

Sanmartin,  Jorge  E Rapid  City 

Saoi,  Nicasio  B Yankton 

Sattler,  Theodore  H Yankton 

Saxena,  Satish Brookings 

*Saxton,  Alton  J New  Mexico 

Saylor,  Howard  L.,  Jr Huron 

Schabauer,  Ernest  A Mitchell 

Schad,  C Rapid  City 

Schafer,  L.  W Sioux  Falls 

Scheffel,  Alvin  R Redfield 

*Scheller,  Donald  L Arlington 

Schellpfeffer,  Donald  ....  Sioux  Falls 
Schroeder,  Stephan  D Miller 
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Schultz,  Gregory  Sioux  Falls 

Schultz,  Richard  D Sioux  Falls 

Schultz,  T.  A Sioux  Falls 

Seaman,  David  Aberdeen 

*Sebring,  Floyd  U Minn. 

Seidel,  Robert Sioux  Falls 

Sejvar,  Joseph  P Rapid  City 

Seljeskog,  ^ward Minneapolis 

Shaskey,  Robert  E Broolangs 

Shinghal,  Kumud  K Aberdeen 

Shinghal,  Pramod Aberdeen 

Shining,  H.  Streeter  Rapid  City 

Shousha,  Alfred  Britton 

Shreves,  Howard  Sioux  Falls 

Silvagni,  A.  J Parkston 

Simmons,  Jerry  L Sioux  Falls 

Sittner,  Larry Sioux  Falls 

*Skogmo,  Bemhoff  R Mitchell 

Slama,  D Rapid  City 

Slattery,  Mary  T Sioux  Falls 

Slingsby,  J.  Geoffrey  Rapid  City 

Slingsby,  John  B Rapid  City 

Sloan,  Terrance  Aberdeen 

Smith,  David  A Yankton 

*Smith,  George  Sioux  Falls 

Smith,  Michael Sioux  Falls 

Smith,  Richard  Huron 

Solberg,  Lloyd  E Sioux  Falls 

Solf,  Frank Aberdeen 

Soye,  Andrew  I Sioux  Falls 

Spears,  Barbara  K Pierre 

*Spiry,  Arthur  W Missouri 

Sridharan,  M Faulkton 

*Stahmann,  Fred  S Arizona 

Stalheim,  A.  J Huron 

Stanage,  Willis  F Yankton 

Stassen,  Michael  D Sioux  Falls 

Staub,  David  W Sisseton 

Steele,  Granville  H Aberdeen 

Steidl,  Lester Sioux  Falls 

*Steiner,  Peter  K Fallbrook,  CA 

Stensland,  Vernon  H Sioux  Falls 

Stensrud,  Homer  J Sioux  Falls 

*Stem,  C.  A San  Diego,  CA 

Stemquist,  John  C Yankton 

Stephenson,  D Yankton 

Stevens,  Dennis  C Sioux  Falls 

Stevens,  Julie  C Yankton 

Stiehl,  Robert  L Winner 

*Stoltz,  C.  Rodney  Sioux  Falls 

Stoltz,  C.  Roger Sioux  Falls 

Stout,  Stephen Pierre 

Strand,  Ray  Rapid  City 

Stransky,  John  J Watertown 

Suga,  Robert  Watertown 

Sutliff,  Willis  C Rapid  City 


*Indicates  Honorary  Member 


Suurmeyer,  R Aberdeen 

Swanson,  Charles  L Pierre 

*Sweeny,  Wm Aberdeen 

Sweet,  Edwin  P Burke 

Swisher,  Lowell  P Kadoka 

Talley,  Robert  C Sioux  Falls 

Tam,  Guy  E Sioux  Falls 

Tan,  Raymundo  T Aberdeen 

*Tank,  Myron  C.  Brookings 

Taylor,  William  R Aberdeen 

Tesch,  Ronold  R Brookings 

Theissen,  Hubert  H Rapid  City 

Thomas,  J.  R Sioux  Falls 

Thomas,  M Brookings 

Thomas,  R.  Buckland ^ 

Thompson,  M.  George Watertown 

Thompson,  Marion  C Watertown 

Thompson,  Robert  F Yankton 

Tidd,  John  T Yankton 

Tieszen,  Arden  J Pierre 

Tieszen,  Jerel  E Sioux  Falls 

Tobin,  Gregg Winner 

*Tobin,  Leonard  W Mitchell 

Tobin,  Michael  D Sioux  Falls 

Tracer,  Charles  Rapid  City 

Tracy,  Gerald  E Watertown 

Traub,  D.  M Rapid  City 

Trinidad,  Reuben  B Deadwood 

Tschetter,  Loren  K Sioux  Falls 

Tschetter,  Richard  T Sioux  Falls 

Tschetter,  William  R Rapid  City 

Tuan,  Chung  H Yankton 

Turner,  Charles  R Vermillion 

Uken,  Patsy Sioux  Falls 

Vanadurongvan,  Kanya  Milbank 

Vanadurongvan,  Vichit Milbank 

Vandemark,  R.  E.,  Jr.  ...  Sioux  Falls 
Vandemark,  R.  E.,  Sr.  ...  Sioux  Falls 
VanderWoude,  Larry  B.  . Sioux  Falls 

VanEit,  Gary Chamberlain 

VanEtten,  Donald  D Rapid  City 

Venugopal,  Muthugounder  Brookings 

* Villa,  Jose  P Freeman 

Visani,  Sandro  Mitchell 

Vlach,  C.  J Hartington,  NE 

Vogele,  Alvin  C Aberdeen 

*Vogele,  C.  L Aberdeen 

Vogele,  Kenneth  A Rapid  City 

Vogt,  H.  Bruce Sioux  Falls 

Volin,  Verlynne  V Sioux  Falls 

*Vonburg,  Vernon  R Arizona 

Vose,  James  L Mitchell 

Vosler,  Steven  Spearfish 

Wachs,  David  Aberdeen 


Wagner,  Loyd  R Sioux  Falls 

Wait,  Curtis  H Brookings 

Wake,  Richard  A Brookings 

Waltman,  Steven  Rapid  City 

Waltner,  Lonnie  L Bridgewater 

Walton,  Jerry  L Sioux  Falls 

Warren,  Merrit  G Brookings 

Watson,  William  V Sioux  Falls 

Weatherill,  Donald  W Mitchell 

Wegner,  E Watertown 

Wegner,  Karl  H Sioux  Falls 

Wehrkamp,  L MT 

Weiland,  Paul  Mobridge 

Weitzenkamp,  Larry  Rapid  City 

Welge,  Barry Aberdeen 

Wellman,  Lawrence  Sioux  Falls 

Wells,  J Yankton 

Welsh,  Gary  L Rapid  City 

Wetty,  Thomas  Rapid  City 

Werpy,  Mark Pierre 

*Wertlunann,  Hubert  E Pierre 

Wessel,  A Rapid  City 

*Westaby,  Robert  S Hot  Springs 

Wetzbarger,  W Madison 

White,  Thomas  C Sioux  Falls 

Whitney,  Nathaniel  R Rapid  City 

Wicks,  Dennis  R Custer 

Wierda,  Daryl  R Sioux  Falls 

Wiggs,  James  Yankton 

Wilde,  Kim  L Madison 

Willcockson,  John  R Yankton 

Willcockson,  Thomas  H Yankton 

Williams,  Buck  J Sioux  Falls 

^Williams,  Francis  R.  . . Sun  City,  AZ 

Wilson,  Robert Sioux  Falls 

Wilson,  Thomas  M.  . .Louisville,  KY 

Wingert,  Marvin Garretson 

Wingert,  Robert  Rapid  City 

Wirtz,  Patricia  S Sioux  Falls 

Wiscluneier,  Curt Aberdeen 

Witzke,  D Sioux  Falls 

Wolff,  David Aberdeen 

Wrage,  Theodore  J.,  Jr.  . . .Watertown 

Wright,  Paul  Rapid  City 

Wunder,  James  F Mobridge 

Wyatt,  George  W Sioux  Falls 

Wyatt,  Ronald  O Sioux  Falls 

Yackley,  James  V Rapid  City 

Yamada,  Andrew  R Rapid  City 

Yecha,  David  J Hoven 

Zakahi,  Raymond  J Pierre 

*Zanka,  J.  A Rapid  City 

Zawada,  E.  T Sioux  Falls 

Zielike,  Carol  M Rapid  City 

Zimmerman,  Rodney  Sioux  Falls 

*Zvejnieks,  Karlis  FL 


ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS,  RESIDENTS) 


t Allen,  Raymond,  M.D ME 

Anderson,  Mark  Sioux  Falls 

Ballinger,  Beth  Jefferson 

$Barden,  Andrew,  MD MO 

Barrett,  Kathryn  Yankton 

§Beecher,  Mary,  M.D Madison 

Behrend,  Robert Vermillion 

tBehrens,  B.  J.,  M.D MO 

^Benson,  Margaret,  M.D.  Sioux  Falls 

±Bloom,  Alan,  M.D Fargo,  ND 

tBlue,  Daniel,  M.D.,  Sioux  Falls 

Bormes,  Jerome  Vermillion 


^Braastad,  Fred,  M.D IL 

Bray,  Kevin Rapid  City 

Bruns,  Thomas  Sioux  Falls 

Bubak,  Cynthia Tyndall 

Carter,  Amy  Rapid  City 

Cecil,  Daniel Sioux  Falls 

tConrad-Forrest,  Carol,  M.D WI 

Culey,  Shawn  Sioux  Falls 

^Davies,  Michael,  M.D.  . . Ft.  Meade 
tDavis,  John  B.,  M.D.  . . Sioux  Falls 
tDeHaan,  Douglas,  M.D.  Sioux  Falls 
^Donnell,  James,  M.D KS 


$Drabek,  Gregg,  M.D OK 

Dwyer,  David  Sioux  Falls 

^Eccarius,  Scott,  M.D.  . . Sioux  Falls 

Eckrich,  Paul Yankton 

§Foley,  Stephen,  M.D.  . . Sioux  Falls 

$Fowler,  Carols  M.D TX 

Fullerton,  Donna  Sioux  Falls 

iFullerton,  Thomas,  M.D.  Sioux  Falls 
§Geise,  Douglas,  M.D.  . . Sioux  Falls 

tGlas,  Ronald,  M.D Sioux  Falls 

Goertz,  Elizabeth  Sioux  Falls 

Griffin,  Douglas Sioux  Falls 
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Hamm,  Joseph  Bridgewater 

Hammer,  Bryan  Sioux  Falls 

Helvig,  Bethany  Yankton 

§Hermann,  Harland,  Jr.,  M.D.  Sturgis 

iHertz,  Dwight,  M.D.,  . . Sioux  F^ls 

Hicks,  Paula  Sioux  Falls 

tHill,  Laurie,  M.D Sioux  Falls 

tHof,  Jem  J.,  M.D MO 

tHottman,  Jeff,  M.D Omaha,  NE 

Ho  viand,  Michael  Vermillion 

Huntimer,  Cynthia Sioux  Falls 

tirons,  Barry NM 

Jensen,  Richard  Sioux  Falls 

tJohnson,  Mark,  M.D TX 

^Johnson,  Michael,  M.D.  Sioux  Falls 

Jung,  Sheliah Sioux  Falls 

tKidman,  Brian,  M.D.  . . . Sioux  Falls 
iKovacevich,  Guy,  M.D.  .Rapid  City 


t — Resident 
§ — Private  Practice 


§Kremer,  Wm.,  M.D MN 

^Laposky,  David,  M.D MN 

±Larsen,  David,  M.D.  . . . Sioux  Falls 

Leyba,  Christine Sioux  Falls 

$Lindbloom,  Brent,  D.O.  . . .Yankton 

Luebke,  Marlys  Sioux  Falls 

iLushbough,  Kathryn,  M.D MN 

1:Malters,  Joseph,  M.D CA 

±Meyer,  J.  Paul,  M.D MI 

tNeish,  Steven,  M.D MD 

Ober,  Kathleen  Vermillion 

Olson,  Brad Vermillion 

Owsiany,  Leonard  Sioux  Falls 

Paulson,  Brad  Sioux  Falls 

iPeterson,  Randy,  M.D.  . Sioux  Falls 
^Peterson,  Steven,  M.D.  . Sioux  Falls 

iPiquette,  Craig  A.,  M.D MO 

Rabenberg,  Rita  Yankton 

iRains,  Ronald,  M.D.  . . . Sioux  Falls 
±Rath,  George,  M.D Sioux  Falls 


Reiners,  Michael  Sioux  Falls 

Renner,  L.  Mark  Sioux  Falls 

^chter,  Daniel  H Canton 

?Ryken,  Mary  Ann,  M.D.  Sioux  Falls 
tSchmidt,  Sophie,  M.D.  . Sioux  Falls 

tScokin,  Daniel,  M.D MO 

tShafer,  Charles,  M.D.  . . Sioux  Falls 
tShives,  Aaron,  M.D.  ...  Sioux  Falls 

tSkidmore,  Ernest,  M.D MO 

Smith,  Wm Vermillion 

Teslow,  Timothy  Sioux  Falls 

Tieszen,  Mark Sioux  Falls 

Tieszen,  Myles  Sioux  Falls 

tVan  Veldhuizen,  Peter,  M.D.  . . .KS 

Villa,  Joseph  Vermillion 

iVopat,  Steven,  M.D KS 

iWatson,  Mary  E.,  M.D.  Sioux  Falls 

Weissinger,  Mark Garretson 

TWilliams,  John  M.,  M.D CO 

Wunder,  Daniel  Vermillion 


SAVE  on  premiums 
for 

Workers* 


Insurance 


Program  approved  by  SDSMA 

Dividends  have  run  up  to 
43.5%,  averaging  30% 
since  1976. 

Write  or  call  toll-free  for 
complete  information. 

DODSON  INSURANCE  GROUP 
P.O.  Box  559 
Kansas  Qty,  MO  64141 
1-800-821-3760 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 
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Future  Meetings 


September 

Family  Medicine  Update,  The  Lodge,  Okoboji,  lA,  Sept.  5- 
6.  AMA  Category  I hrs.  avail.  Contact:  Div.  of  CME, 
Creighton  Univ.  School  of  Med.,  Omaha,  NE  68178.  Phone: 
800-228-7212,  ext.  2550. 


Regional  Review  Course  in  Hand  Surgery,  U.  of  Minn.  Hlth. 
Sci.  Ctr.,  Minneapolis,  MN,  Sept.  26-27.  Fee:  $200.  12  hrs. 
AMA  Category  I credit.  Contact:  Terri  Harrington,  Am.  Soc. 
for  Surgery  of  the  Hand,  3025  S.  Parker  Rd.,  Ste.  65,  Au- 
rora, CO  80014.  Phone:  (303)  755-4588. 


October 

Regional  Review  Course  in  Hand  Surgery,  St.  Joseph  Hosp. , 
Denver,  CO,  Oct.  17-18.  Fee:  $200.  12  hrs.  AMA  Category 
I credit.  Contact:  Terri  Harrington,  Am.  Soc.  for  Surgery  of 
the  Hand,  3025  S.  Parker  Rd.,  Ste.  65,  Aurora,  CO  80014. 
Phone:  (303)  755-4588. 


1987  Annual  Meetings  of  the  American  Congress  of  Re- 
habilitation Medicine  and  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation,  Marriott  World  Ctr. 
Resort,  Orlando,  FL,  Oct.  18-25.  Contact:  Fay  Kaye,  Conv. 
Mgr.,  ACRM/AAPM&R,  130  S.  Michigan  Ave.,  Ste.  1310, 
Chicago,  IL  60603.  Phone:  (312)  922-9366. 


Geriatric  Assessment  Methods  for  Clinical  Decision  Mak- 
ing, Masur  Aud.,  NIH,  Bethesda,  MD,  Oct.  19-21.  Contact: 
Ms.  Marti  Bernstein,  Prospect  Asso.,  1801  Rockville  Pike, 
#500,  Rockville,  MD  20852.  Phone:  (301)  468-6555. 


Medicine  and  Religion:  Issues  in  the  Eighties,  Kansas  City, 
KS,  Oct.  20-21.  AAFP  & AMA  Category  I credit  avail. 
Contact:  Eileen  Buttron,  Off.  of  Cont.  Ed.,  U.  of  Kans. 
Med.  Ctr.,  39th  & Rainbow  Blvd.,  Kansas  City,  KS  66103. 
Phone:  (913)  588-4480. 


53rd  Annual  Scientific  Assembly  of  the  American  College 
of  Chest  Physicians,  Atlanta  Hilton,  Atlanta,  GA,  Oct.  27- 
30.  Contact:  Phyllis  Anderson,  Pub.  Relations,  Am.  Coll, 
of  Chest  Phy.,  911  Busse  Hwy.,  Park  Ridge,  IL  60068- 
2375.  Phone:  (312)  698-2200. 


Third  National  Behavioral  Pediatrics  Conference,  Radisson 
Univ.  Hotel,  Minneapolis,  MN,  Oct.  23-24.  Contact:  CME, 
U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 


NIH  Consensus  Development  Conference:  Magnetic  Reso- 
nance Imaging,  Masur  Aud.,  NIH,  Bethesda,  MD,  Oct.  26- 
28.  Contact:  Michael  Bernstein,  Off.  of  Med.  Apps.  of  Re- 
search, NIH,  Bldg.  1,  Room  216,  Bethesda,  MD  20892. 
Phone:  (310)  496-1143. 


Annual  Internal  Medicine  Review,  Mayo  Mem.  Aud.,  U.  of 
Minn.,  Minneapolis,  MN,  Oct.  28-30.  Contact:  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

Controversies  and  Clinical  Management  in  High  Risk  Ob- 
stetrics, Claremont  Resort  Hotel,  Oakland,  CA,  Oct.  29- 
31.  Fee:  $350.  16.5  hrs.  AAFP  & AMA  Category  I credit. 


Contact:  Maureen  McGinley,  CME,  Creighton  Univ.  School 
of  Med.,  Omaha,  NE  68178.  Phone:  800-228-7212,  ext. 
2550. 


November 

E.T.  Bell  Pathology  Symposium:  Application  of  Diagnostic 
Histochemistry  to  Surgical  Pathology,  Holiday  Inn  Crowne 
Plaza  Metrodome  Hotel,  Minneapolis,  MN,  Nov.  6.  Contact: 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 


Nutrition  in  the  80’s,  Earle  Brown  Ctr.,  U.  of  Minn.,  Min- 
neapolis, MN,  Nov.  6-7.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 


Genetic  Mechanisms  and  Cancer,  Westin  Galleria  Hotel, 
Houston,  TX,  Nov.  8-11.  Contact:  Off.  of  Conf.  Services, 
U.  of  Tex.,  M.D.  Anderson  Hosp.  & Tumor  Inst.,  1515 
Holcombe  Blvd.,  Houston,  TX  77030.  Phone:  (713)  792- 
2222. 


Diabetic  Renal-Retinal  Syndrome  4:  Management  Strategy, 

World  Trade  Ctr.,  New  York  City,  NY,  Nov.  20-21.  Con- 
tact: Eli  Friedman,  M.D.,  SUNY,  Hlth.  Sci.  Ctr.  at  Brook- 
lyn, Box  52,  Brooklyn,  NY  11203.  Phone:  (718)  270-1584. 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

55th  ANNUAL 
POSTGRADUATE  ASSEMBLY 


OCTOBER  26,  27  and  28,  1987 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 


Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 
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Before  prescribing,  see  compiete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.lt\e  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications;  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  nypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
Of  confirmed  renal  insufficiency.  Periodically,  serum  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  QRS  compiex  or  arrhythmia  requires 
prompt  additionai  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonataljaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions;  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  ‘Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide’.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenterai  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUl\l  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  rela.xants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  ‘Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
’Dyazide’.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereo).  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis.  ‘Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  ‘Dyazide’,  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide’  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
Of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
‘Dyazide’  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  ‘Dyazide’, 
although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  lOO  (intended  for 
institutional  use  only);  in  Patient-PaK™  unit-of-use  bottles  of  lOO. 
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Well-controlled  clinical  trials  confirm: 
iZANTAC  150  mg  h.s.  significantly  superior  to 
cimetidine  400  mq  h.s.  for  maintenance  therapy 
in  healed  duodenal  ulcers. 


Percent  of  patients  ulcer-free  after  1 year  of  therapy 

ZANTAC 

150  mg  h.s.  (n  = 60) 

* 

00 

cimetidine 

400  mg  h.s.  (n  = 66) 

ZANTAC 

77%^ 

150  mg  h.s.  (n  = 243) 

9 

9 

cimetidine 

f%T'° 

400  mg  h.s.  (n  = 241) 

*P-0.01  'P-  0.0004  % 

life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 

Adapted  from  Silvis'  and  GougM 

These  two  trials'-^  used  the  currently  recommended  dosing  regimen  of 
cimetidine  (400  mg  h.s.)  and  ranitidine  (1 50  mg  h.s.).  A comparison  of 
other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  ore  not  equivalent  with  respect  to  the 
degree  and  duration  of  acid  suppression  or  suppression  of  nocturnal 

The  superiority  of  ranitidine  over  cimetidine  in  these  trials  indicates  that 
the  dosing  regimen  currently  recommended  for  cimetidine  is  less  likely 
to  be  os  successful  in  maintenance  therapy. 


ranitidine  HCI/Glaxo  150  mg  tablets 


Glaxo / See  next  page 
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ZANTAC^  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC^SOO  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see  complete  prescribing 
information  in  ZANTAC*  product  labeling. 

INDICATIONS  AND  USAGE:  ZANTAC'is  indicated  in: 

1 . Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal  within  four 
weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dosage  after 
healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol  I i nger- 
Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most  patients  heal 
within  six  weeks  and  the  usefulness  of  further  treatment  has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  therapy  and  is  main- 
tained throughout  a six-week  course  of  therapy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hypersecretory  states;  and 
GERD,  concomitant  antacids  should  be  given  as  needed  for  relief  of  pain. 
CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients  known  to 
have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC®  therapy  does  not  preclude 
the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted  in 
patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 
Caution  should  be  observed  in  patients  with  hepatic  dysfunction  since  ZANTAC  is 
metabolized  in  the  liver. 

False-positive  tests  for  urine  protein  with  Multistix*  may  occur  during  ZANTAC 
therapy,  and  therefore  testing  with  sulfosalicylic  acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the  action  of  cytochrome 
P-450  enzymes  in  the  liver,  there  have  been  isolated  reports  of  drug  interactions 
which  suggest  that  ZANTAC  may  affect  the  bioavailability  of  certain  drugs  by  some 
mechanism  as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC  for  use  in  children 
or  pregnant  patients.  Since  ZANTAC  is  secreted  in  human  milk,  caution  should  be 
exercised  when  administered  to  a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be  related  to 
ZANTAC*  administration.  Constipation,  diarrhea,  nausea/vomiting,  and  abdominal 
discomfort/pain  have  been  reported.  There  have  been  rare  reports  of  malaise, 
dizziness,  somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  premature 
ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible  mental  confusion,  agita- 
tion, depression,  and  hallucinations  have  been  reported,  predominantly  in  severely 
ill  elderly  patients. 

In  narmal  volunteers,  SGPT  values  were  increased  to  at  least  twice  the  pretreat- 
ment levels  in  6 of  1 2 subjects  receiving  1 00  mg  qid  IV  for  seven  days,  and  in  4 of  24 
subjects  receiving  50  mg  qid  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepatoconalicular  or 
mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulocytopenia,  throm- 
bocytopenia, and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogenic  activity,  occasional 
cases  of  gynecomastia,  impotence,  and  loss  of  libido  have  been  reported  in  male 
patients  receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the  general 
population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  erythema  multiforme, 
and,  rarely,  alopecia,  have  been  reported,  as  well  as  rare  cases  of  hypersensitivity 
reactions  (eg,  bronchospasm,  fever,  rash,  eosinophilia)  and  small  increases  in 
serum  creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its  treatment 
appears  in  the  full  prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alternate  dosage  of 
300  mg  once  daily  at  bedtime  can  be  used  for  patients  in  whom  dosing  convenience 
is  important.  The  advantages  of  one  treatment  regimen  compared  to  tne  other  in  a 
particular  patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage  is  150  mg 
at  bedtime. 

Pathalagical  Hypersecretary  Canditians  (such  as  Zallinger-Ellisan 
Syndrame):  The  current  recommended  adult  oral  dosage  is  1 50  mg  twice  a day. 

In  some  patients  it  may  be  necessary  to  administer  ZANTAC  1 50-mg  doses  more 
frequently.  Doses  should  be  adjusted  to  individual  patient  needs,  and  should  con- 
tinue as  long  as  clinically  indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage  is  1 50  mg 
twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  1 50  mg  twice  a day. 

Dasage  Adjustment  far  Patients  with  Impaired  Renal  Functian:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired  renal  function 
treated  with  ZANTAC,  the  recommended  dosage  in  patients  with  a creatinine  clear- 
ance less  than  50  ml/min  is  1 50  mg  every  24  hours.  Should  the  patient's  condition 
require,  the  frequency  of  dosing  may  be  increased  to  every  12  hours  or  even  further 
with  caution.  Hemodialysis  reduces  the  level  of  circulating  ranitidine.  Ideally,  the 
dosage  schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose  coincides 
with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed  with  "ZANTAC 
300"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in  bottles  of  30 
(NDC  0173-0393-40)  and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to  150  mg  of  ranitidine) 
are  white  tablets  embossed  with  "ZANTAC  1 50"  on  one  side  and  "Glaxo"  on  the 
other.  They  are  available  in  bottles  of  60  tablets  (NDC  01 73-0344-42)  and  unit  dose 
packs  of  100  tablets  (NDC  01 73-0344-47). 

Store  between  1 5°  and  30°C  (59°  and  86°F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1 983,  Glaxo  Inc.  All  rights  reserved.  October  1 986 
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What  you  gst  back 
is  immeasurable. 


Just  five  hours  a week.  Just  5%  of 
your  income.  It’s  notmuch  to  give,  to 
the  causes  you  really  care  about.  But 
that  small  investment  could  change 
somebody’s  life.  And  it’s  hard  to 
imagine  a better  return  than  that. 
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Put  an  end 
to  those  monthly 
bookkeeping  chores. 


^ «.^ping  Checkiiig  Account 

For  Business,  Professionals  & Farm  Operators 


How  it  works 

The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 

What  it  costs . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you'll  be 
pleasantly  surprised. 
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Tb  show  you  how  many 
hypertensives  stayed  on 

INDERAELA 

I (PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAE  LA  stayed  on  INDERAL  LA'. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


H ONCE-DAILY  B M 

nderalla 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

*After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 

The  one  you  know  best 


keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 
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The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules, 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 
INDERAL  LA  Capsules  (60. 80. 120.  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
. the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dese 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 

■ propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
•hour  period , blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
'tialfy  ' 

■ INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
( propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
f^mes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 

■ tain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
, hySertensibn  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 

effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 

■ tNDERAU  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
s ^pohseS^of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
;ef/ective  beta  bibckade  for  a 24-hour  period. 

Indications  and  usage.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
-TOnTof  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
•agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
’hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
.,iong-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
,^The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
^established  and  propranolol  is  not  indicated  for  such  use. 

\ ■■  Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
;4trophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
..angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
'the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock:  2)  sinus 
bradycardia  and  greater  than  first-degree 
block;  3)  bronchial  asthma:  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE.  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure.  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 

diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/er  treated  with  diuretics,  and  the  response 
observed  clbsely.  or  INDERAL  should  be  discbntinued  (gradually,  if  possible). 


ONCE-DAILY 

INDERAL  LA 

(PROPBANOUOL  HOI 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautibned  against  interruptinn  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  te  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenbus  and  exagenbus  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY'  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
Tieart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures. 

INDERAL  (propranolol  HCl),  like  other  beta  bibckers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine 
orfsbproterenol,  Hbwever,  such  patients  may  be  subject  to  protracted  severe  hypotension. 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-biccking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected.  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3. 

IN.  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  cne  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  cautien  in  patients  with  im- 
paired hepatic  or  renal  function.  INDERAL  (propranolol  HCl)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS.  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS.  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigc,  syncopal  attacks,  or  orthostatic 
hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin.  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol. 

. Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug. 

PR^NANCY:  Pregnancy  Category  C,  INDERAL  has  been  shewn  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus, 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised 
when  INDERAL (propranclol  HCl)  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block:  hypoten- 
sion; paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the 
Raynaud  type. 

Central  Nervous  System.  Light-headedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental  depressien  progressing  to  catatonia:  visual 
disturbances;  hallucinations:  vivid  dreams:  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy, and  vivid 
dreams  appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
repbrted. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blacker  (practolol)  have  not 
been  asseciated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  te  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  far 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels,  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  Individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  tc  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved. 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained,  Altheugh  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued.  It  may  be  advisable  tb  withdraw  the  drug  gradually  over  a period  of  several 
W66ks 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program.  Data  on  file,  Ayerst  Laboratories. 

2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 

atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985:  145:1321-1323. 
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Craniofacial  Anomalies  in  South  Dakota: 
1960  Through  1984"^ 

An  extended  profile  of  inborn  head  and  neck  anomalies  in  South  Dakota, 
epidemiological  implications. 

John  B.  Gregg,  M.D.t 
Sylvester  Clifford,  Ph.D4 
Willis  F.  Stanage,  M.D.§ 

Dean  D.  Lockwood,  Ph.D.|| 

William  Johnson,  B.A.# 


ABSTRACT 

To  evaluate  craniofacial  anomalies  in  South 
Dakota,  statistics  pertinent  to  325,084  resident 
births  with  637  facial  clefts  during  25  years  were 
assembled.  For  529/637  birth  certificate  data  were 
supplemented  by  information  from  other  sources. 
Of  these,  156  had  multiple  anomalies  or  syn- 
dromes. Geographic  patterns  for  clefts  were  rec- 
ognizable; anomalies  in  counties  ranged  from 
none  to  six  per  1000  births  during  25  years.  The 

INTRODUCTION 

IN  1962  A CRANIOFACIAL  ANOMALIES  (CFA)  team 
became  operational  in  South  Dakota.  The  pop- 
ulation being  served  was  widely  scattered  and  spe- 
cialists and  facilities  were  polarized  400  miles  apart 
at  the  state’s  east  and  west  ends,  forcing  the  adop- 
tion of  a mobile  unit  format.  When  the  project  began 
the  team’s  personnel  and  funding  were  limited,  so 
primary  emphasis  was  upon  service  to  patients. 


* Material  in  this  paper  was  presented  to  The  Cleft  Palate 
Association,  Annual  Meeting,  New  York  City,  May  16, 
1986. 
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Dakota  Health  Department,  Sioux  Falls,  SD. 

II  Professor  of  Speech  Pathology  and  Audiology,  Speech  and 
Hearing  Clinic,  University  of  South  Dakota,  Vermillion,  SD 

# Director,  Division  of  Vital  Statistics,  South  Dakota  Health 
Department,  Pierre,  SD. 


25  year  total  and  usually  the  annual  rate  of  cleft 
births  were  highest  on  or  near  Indian  reserva- 
tions. Despite  declining  annual  White  births  in 
the  1960s,  clefts  increased  in  number.  Birth  and 
cleft  patterns  were  dissimilar  in  Whites  and  non- 
Whites.  Differences  in  yearly  patterns  suggest 
influence  by  exogenous  factors  during  embry- 
ogenesis. 

Early  field  observations  and  a review  of  birth 
certificates  in  1964  suggested  that  CFA  were  in- 
creasing in  South  Dakota,  and  were  more  frequent 
in  the  Indians. ‘ About  the  same  time  corroboratory 
evidence  was  reported  from  Montana  by  Tretsven.^ 

In  1984  the  opportunity  presented  to  investigate 
the  CFA  situation  statewide,  but  for  accuracy,  re- 
liable information  was  required.  A previous  study 
had  showed  that  CFA  were  underreported  on  state 
birth  certificates  by  20%  over  a 15  year  interval,^ 
limiting  the  value  of  this  source. 

MATERIALS  AND  METHODS 

To  assemble  a statistically  valid  report,  corrob- 
orative and  interdigitating  information  relating  to 
over  900  individuals  with  CFA  was  assembled  from 
birth  certificate  data  and  three  additional  sources: 
1.  files  of  the  Children’s  Comprehensive  Health 
Care  Services  (CCHCS)  of  The  State  Health  De- 
partment; 2.  USD  CFA  Clinic  records;  and  3.  rec- 
ords of  practicing  clinicians.  The  data  base  encom- 
passed demographic  and  clinical  information  relating 
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to  individuals  bom  in  this  state  from  the  1920s  on- 
ward, but  the  best  longitudinal  statistical  informa- 
tion was  for  1960  through  1984,  the  interval  chosen 
for  study. 

All  available  clinical  information,  physical  find- 
ings, and  laboratory  data  relating  to  CFA  patients 
were  stored  and  processed  in  a micro-computer. 
Social  problems  and  American  Indian  cultural  and 
kinship  practices  complicated  orderly  encoding  and 
processing  of  data,  but  once  encoded  name  changes 
and  duplicity  were  reduced  to  a minimum.  Known 
exposure  to  teratogens  recognized  at  the  time  pa- 
tients were  seen  first  was  recorded  throughout  the 
study  interval,  but  an  intensive  retrospective  search 


for  teratogen  contact  did  not  start  until  1979,  lim- 
iting information  available  for  this  report. 

FINDINGS 

1.  During  25  years  637  facial  clefts  accompanied 
325,084  resident  live  births  (1:510;  overall  rate 
1 .96/1000)  (Table  I).  For  529,  information  from 
multiple  sources  supplimented  birth  certificate 
data.  Of  these,  156  (29.5%)  had  syndromes  or 
multiple  anomalies,  not  at  the  time  of  birth  class- 
ified as  syndromes.  The  largest  number  identi- 
fied as  syndromes  were  fetal  alcohol  syndrome 
(N  = 21,  25%). 

2.  Facial  anomalies  presented  in  the  lip  only  — 59 


TABLE  I 

RESIDENT  LIVE  BIRTHS  AND  FACIAL  CLEFTS 


Births Clefts 


White 

% 

Non- White* 

% 

Total 

White 

Rate/1000 

Non-White 

Rate/1000 

Total 

Rate/1000 

1969 

16304 

92.6 

1290 

7.4 

17594 

18 

1.1 

3 

2.3 

21 

1.2 

1961 

16140 

91.9 

1411 

8.1 

17551 

10 

.6 

3 

2.1 

13 

.7 

1962 

15791 

92.0 

1367 

8.0 

17158 

15 

.9 

5 

3.7 

20 

1.2 

1963 

15293 

91.5 

1418 

8.5 

16711 

17 

1.1 

3 

2.1 

20 

1.2 

1964 

14150 

90.5 

1477 

8.5 

15627 

25 

1.7 

3 

2.0 

28 

1.8 

1965 

12146 

89.4 

1437 

10.6 

13584 

21 

1.7 

6 

4.1 

27 

2.0 

1966 

11212 

89.4 

1322 

10.6 

12534 

16 

1.4 

2 

1.5 

18 

1.4 

1967 

10162 

88.9 

1262 

10.1 

11424 

22 

2.2 

5 

3.9 

27 

2.4 

1968 

10132 

88.8 

1276 

11.2 

11408 

15 

1.5 

5 

3.9 

20 

1.8 

1969 

10111 

88.3 

1330 

11.7 

11441 

28 

2.8 

2 

1.5 

30 

2.6 

1970 

10355 

88.4 

1362 

11.6 

11717 

37 

3.6 

3 

2.2 

40 

3.4 

1971 

10245 

88.0 

1389 

12.0 

11634 

22 

2.1 

10 

7.2 

32 

2.7 

1972 

9510 

87.6 

1345 

12.4 

10855 

13 

1.4 

6 

4.5 

19 

1.7 

1973t 

9354 

87.3 

1352 

12.6 

10706 

29 

3.1 

7 

5.2 

36 

3.4 

1974 

9857 

88.2 

1318 

12.8 

11175 

18 

1.8 

11 

8.3 

29 

2.6 

1975 

9829 

87.0 

1465 

13.0 

11294 

20 

2.0 

7 

4.8 

27 

2.4 

1976 

10145 

87.0 

1510 

13.0 

11655 

21 

2.1 

5 

3.3 

26 

2.2 

1977 

10494 

86.9 

1575 

13.1 

12069 

21 

2.0 

3 

1.9 

24 

2.0 

1978 

10591 

86.8 

1612 

13.2 

12203 

24 

2.3 

7 

4.3 

31 

2.5 

1979 

11398 

87.8 

1575 

12.2 

12973 

25 

2.2 

3 

1.9 

28 

2.1 

1980 

11531 

86.9 

1725 

13.1 

13256 

21 

1.8 

8 

4.6 

29 

2.3 

1981 

11050 

86.8 

1675 

13.2 

12725 

17 

1.5 

5 

3.0 

22 

1.7 

1982 

11089 

86.3 

1750 

13.7 

12839 

22 

2.0 

4 

2.3 

26 

2.0 

1983 

10711 

85.5 

1810 

14.5 

12521 

15 

1.4 

5 

2.8 

20 

1.6 

1984 

10670 

85.8 

1761 

14.2 

12431 

21 

2.0 

3 

1.7 

24 

1.9 

Total 

288270 

88.6 

36814 

11.4 

325084 

513 

1.8 

124 

3.4 

637 

1.96 

* With  few  exceptions  non- White  = 

American  Indian. 

t Year  with  the  fewest  total  births. 

TABLE  II 

SOUTH  DAKOTA  CRANIO-FACIAL  ANOMALIES  1960-1984  (N  = 637) 

Lin  (CL) 

Palate  & Lip  (CL  + P) 

Palate  (CP) 

VPI 

Rt 

Lt 

?? 

Rt 

Lt 

Bil. 

?? 

N = 

N = 

White 

Male 

3 

17 

10 

35 

69 

46 

14 

85 

31 

Female 

3 

11 

6 

18 

34 

8 

13 

84 

26 

6 

28 

16 

53 

103 

54 

27 

169 

57 

Non-White* 

Male 

1 

2 

— 

8 

21 

11 

1 

20 

4 

Female 

2 

2 

2 

8 

8 

6 

3 

21 

4 

3 

4 

2 

16 

29 

17 

4 

41 

8 

Sub-Total 

9 

32 

18 

69 

132 

71 

31 

210 

65 

TOTAL 

59 

303 

210 

65 

*With  few  exceptions  non- White  = 

American  Indian. 
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(9.2%),  palate  only  — 210  (32%),  or  lip  and 
palate  — 303  {Al%).  Inborn  velopharyngeal  in- 
competence (VPI)  required  treatment  in  50  pa- 
tients (7.1%)  (Table  II). 

3.  Between  1960  and  1973  the  number  of  South 
Dakota  births  per  year  declined  sharply,  then 
rose  slightly  until  1984  (Fig.  1 — Top).  The 
non-White  births  varied  slightly  annually  1960- 
68,  remained  stationary  to  1975,  then  increased 
slowly  through  1984.  The  annual  proportion  of 
non- White  births  increased  steadily  from  7.4  to 
14.2%  during  1960-84  (Table  I). 

4.  Beginning  in  1961,  the  yearly  number  of  cleft 
births  increased  reaching  the  greatest  number  and 
rate  in  1970,  then  dropped  in  1971-72  (Fig.  1 
— Bottom).  After  an  increase  in  1973  the  num- 


ber fluctuated  annually  at  a higher  level  through 
1982.  During  25  years  CFA  ranged  from  13  to 
40  annually.  Numerically,  the  increase  in  cleft 
births  was  greatest  in  Whites. 

5.  In  the  general  population  during  25  years  there 
was  marked  yearly  difference  in  the  cleft  birth 
rate  (0.7  to  3.4/1000  live  births).  This  pattern 
was  more  evident  in  non- Whites  (Fig.  2).  The 
greatest  total  number  and  the  highest  rate  of  clefts 
were  in  1970  and  1973;  the  fewest  were  in  1961 
and  1972. 

6.  Using  counties  as  reference  units,  definite  geo- 
graphic patterns  were  recognizable  for  rate  of 
clefting,  but  not  for  cleft  type  (Fig.  3).  Over  25 
years  cleft  frequency  in  counties  ranged  from 
none/ 16 17  births  to  6.04/1000  births.  Rural 


South  Dakota  /\nnual  Births  and  Facial  Clefts  1960-1984 


Figure  1 

Total  (top)  and  facial  cleft  (bottom)  births  per  year,  1960-84,  White  and  non- White. 
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counties  on  or  near  Indian  reservations  usually 
had  higher  rates,  most  evident  in  the  south- 
western and  northeastern  portions  of  the  state. 
Paradoxically,  some  counties  with  very  low  25 
year  cleft  rates  adjoined  those  with  high  rates. 
The  overall  greatest  number  of  clefts/county  was 
a factor  of  population  density  (Table  III). 

7 . Verbal  pedigrees  were  obtainable  for  506  nuclear 
families  of  the  529/637  affected  individuals  for 
whom  there  was  historical  information.  Usually 
it  was  not  feasible  to  examine  families,  leaving 
the  possibility  of  undetected  clefts,  especially 
VPI,  or  other  anomalies.  In  104  families  (20%) 
other  cleft  problems  were  in  the  nuclear  family, 
or  the  extended  family  through  the  first  cousin 
level. 

8.  No  consistent  calendar  trends  were  apparent  that 
might  relate  time  of  conception  to  an  infectious 
or  other  cause  for  facial  anomalies. 

9.  Information  regarding  fetal  exposure  to  possible 
teratogens  was  limited  because  historical  infor- 
mation was  available  for  only  529/637  patients 
(in  quite  a few  instances  background  information 
was  tenuous  in  scope  and  value),  and  intensive 


retrospective  search  for  teratogenic  agents  en- 
compassed only  a short  interval. 

DISCUSSION  AND  CONCLUSIONS 

Usually  the  frequency  quoted  for  CFA  in  the 
United  States  is  1:700  live  births  (1.42/1000).  Be- 
cause many  studies  in  the  past  utilized  birth  certif- 
icate data  only,  the  frequency  and  rate  mentioned 
are  often  thought  to  be  lower  than  the  actual  oc- 
currence. Different  data  processing  techniques  com- 
plicated comparison  of  these  results  with  other  states 
in  this  region,  and  reports  from  elsewhere.  The  fre- 
quency in  South  Dakota  over  25  years  was  1:510 
(1.95/1000)  live  births,  higher  than  surrounding 
states  and  many  other  areas.  However,  it  probably 
is  more  representative  of  the  actual  magnitude  of 
the  problem,  at  least  in  this  region. 

Findings  from  other  studies  show  considerable 
variability  in  location,  type,  and  sex  frequency  of 
facial  clefts.  In  South  Dakota  the  number  of  isolated 
cleft  lips  was  lower,  and  cleft  lip  and  palate  and 
isolated  palate  clefts  were  slightly  higher,  but  gen- 
erally findings  here  are  similar  to  other  reports. 

In  the  United  States,  in  Finland, and  in  all  states 


TABLE  III 

BIRTHS  & FACIAL  CLEFTS,  MULTI-RACIAL  COUNTIES,  1960-1984 

Clefts 


CO# 

County 

Births 

White 

% 

Non-White 

% 

Total 

Rate/1000 

03 

Bennett 

1929 

5 

62 

3 

38 

8 

4.1 

06 

Brown 

16559 

19 

95 

1 

5 

20 

1.2 

07 

Brule 

2981 

— 

— 

2 

100 

2 

.7 

08 

Buffalo 

1463 

— 

— 

5 

100 

5 

3.4 

11 

Charles  Mix 

5471 

8 

61 

5 

39 

13 

2.4 

13 

Clay 

5191 

8 

88 

1 

12 

9 

1.7 

15 

Corson 

3600 

1 

9 

10 

91 

11 

3.0 

16 

Custer 

2066 

2 

66 

1 

33 

3 

1.4 

17 

Davison 

8162 

9 

90 

1 

10 

10 

1.2 

20 

Dewey 

3797 

3 

33 

6 

66 

9 

2.4 

23 

Fall  River 

3423 

2 

66 

1 

33 

3 

.9 

26 

Gregory 

2876 

9 

90 

1 

10 

10 

3.5 

32 

Hughes 

6717 

12 

75 

4 

25 

16 

2.4 

35 

Jackson/ 

Washabaugh 

1889 

4 

44 

5 

56 

9 

4.7 

38 

Kingsbury 

2783 

4 

80 

1 

20 

5 

1.8 

42 

Lyman 

2235 

5 

63 

3 

37 

8 

3.6 

45 

Marshall 

2280 

10 

91 

1 

9 

11 

4.8 

46 

Meade 

7977 

16 

94 

1 

6 

17 

2.1 

47 

Mellette 

1491 

2 

22 

7 

78 

9 

6.0 

49 

Minnehaha 

47201 

93 

99 

1 

1 

94 

2.0 

51 

Pennington 

41060 

68 

89 

8 

11 

76 

1.8 

54 

Roberts 

5810 

6 

40 

9 

60 

15 

2.6 

56 

Shannon 

8162 

— 

— 

22 

100 

22 

2.7 

60 

Todd 

5334 

— 

— 

12 

100 

12 

2.2 

61 

Tripp 

4042 

5 

55 

4 

45 

9 

2.2 

64 

Walworth 

3478 

3 

43 

4 

57 

7 

2.0 

66 

Yankton 

8160 

16 

94 

1 

6 

17 

2.1 

67 

Ziebach 

1607 

— 

— 

4 

100 

4 

2.5 

Total 

207744 

310 

71 

124 

29 

434 

2.1 

In  117340  live  births  in  38  remaining  counties  there  were  203  clefts.  Jackson  and  Wasabaugh  counties  were  combined 
while  this  study  was  in  progress. 
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bordering  South  Dakota  except  Wyoming,  births  per 
year  decreased  after  1960,  reaching  the  lowest  num- 
ber in  1973.  The  subsiding  WW-II  baby  boom  and 
altered  socio-economic  conditions  are  considera- 
tions, but  acceptance  of  birth  control  measures  seems 
a better  explanation  for  the  pattern.  The  unchanged 
non-White  annual  birth  pattern  in  South  Dakota  dur- 
ing this  interval  suggests  that  whatever  slowed  White 
births  did  not  affect  non- Whites  equally.  If  indeed, 
the  decline  in  annual  births  intra-state  and  elsewhere 
mirrors  contraception,  it  might  be  speculated  that 
birth  regulatory  measures  were  not  accepted  by  In- 
dian women.  An  attempt  to  investigate  the  matter 
was  to  no  avail. 

In  South  Dakota,  while  birth  numbers  declined 
the  annual  frequency  of  facial  clefts  increased.  Sim- 
ilar findings  were  reported  else  where.  The  state’s 
annual  rate  of  CFA  fluctuated  vigorously,  primarily 
in  the  Indians.  Similar  fluctuaing  rates  were  appar- 
ent in  Montana,  Nebraska  and  Wyoming,  and  in 
Finland  and  Iceland. The  rate  periodicity  did  not 
coincide  exactly  in  the  different  regions.  Reasons 
for  the  annual  variations  in  cleft  birth  frequency  in 
several  portions  of  the  world  remain  unexplained, 
but  the  patterns  suggest  the  effect  of  factors  other 
than  genetics  alone  upon  early  facial  embryogene- 
sis. 

It  is  difficult  to  reconcile  the  decreasing  South 
Dakota  births  and  increasing  cleft  frequency  1960- 
73  as  purely  coincidental,  especially  when  similar 
findings  were  in  other  places.  A relationship  might 
be  speculated  between  CFA  and  birth  control,  spe- 
cifically use  of  exogenous  sex  hormones,  but  recent 
evidence  is  conflicting. This  phenomenon  is  not 
explained  by  this  study,  and  warrants  further  in- 
vestigation. 

The  finding  of  correlation  between  CFA  and  syn- 
dromes or  other  anomalies  in  156/637  individuals 
is  higher  than  many  studies,  but  lower  than 
Shprintzen  et  al.”  Most  likely  this  represents  under- 
identification by  us  due  to  the  time  span  involved, 
methods  employed,  and  definitions  used.  A review 
of  old  patients  for  mental  retardation,  learning  dis- 
abilities, and  syndromes  recognized  after  our  orig- 
inal data  collection,  undoubtedly  would  increase  the 
multiple  anomalies  total. 

Statistical  and  geographic  findings  showing  a high 
facial  anomaly  rate  in  American  Indians  emphasizes 
the  racial  element.  However,  some  demographic 
details,  especially  in  the  Indians,  are  unexplained. 
Previous  investigations  on  reservations  for  environ- 
mental teratogens  were  inconclusive. 

Our  study  of  craniofacial  anomalies  in  South  Da- 
kota has  provided  an  excellent  demographic  profile 
with  which  to  begin  work.  The  purpose  of  this  re- 
search was  to  locate  information  that  could  improve 


treatment  and  ameliorate  problems  associated  with 
CFA,  and  to  focus  attention  upon  factors  which,  if 
avoided  or  changed  might  help  prevent  future  oc- 
currence of  similar  problems.  The  scope  of  the  prob- 
lem is  now  delineated  and  matters  for  further  in- 
vestigation are  apparent. 

Specific  areas  for  future  research  include:  1 . As- 
sessment of  regional  genetic  implications,  espe- 
cially in  the  Indians,  2.  Identification  of  occupa- 
tional factors  in  men  and  women  influential  upon 
embryogenesis,  3.  Delineation  of  environmental 
factors,  such  as  soil  selenium  or  radiation,  upon  the 
conceptus,  4.  Investigation  of  the  effect  of  diabetes, 
especially  in  Indians,  upon  pregnancy,  5.  Continued 
and  intensified  investigation  into  the  role  of  drugs 
and  alcohol  upon  the  fetus,  including  exploration 
of  the  effect  of  contraceptives  upon  embryogenesis, 
and  6.  Investigation  of  facial  clefting  after  removal 
of  Indian  families  from  the  reservation  to  a different 
environment. 
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President's  Page 


Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


First,  the  good  news  — Dakotacare  now  has 
more  than  10,000  enrollees,  is  averaging  1,000 
new  enrollees  per  month,  and  through  good  profes- 
sional management  is  solidly  in  the  black. 

Now,  potentially  the  bad  news  — The  I.R.S. 
refuses  to  recognize  Dakotacare  as  a nonprofit  or- 
ganization in  opposition  to  the  State  of  South  Dakota 
and  the  Division  of  Insurance.  This  refusal  places 
what  the  Board  of  Directors  feels  necessary  re- 
serves, as  taxable  income  (in  the  I.R.S.  opinion) 
and  has  forced  the  Dakotacare  Board  to  consider 
exercising  the  option  to  convert  to  a for-profit  cor- 
poration (F.P.C.).  Is  this  profit  idea  contradictory 
to  our  goal  of  providing  high-quality  health  care  at 
a reasonable  cost?  What  is  our  actual  profit  poten- 
tial, and  how  do  we  reconcile  this  with  stabilizing 
physician’s  allowable  charges  in  a deteriorating 
medical  economy?  Who  will  be  allowed  to  share  in 
any  profit,  and  who  will  make  this  determination? 

In  the  next  few  months,  Dakotacare  will  be  dis- 
cussing these  questions  on  the  district  levels  and 
then  it  will  be  necessary  to  call  a special  meeting 
of  the  South  Dakota  Physicians  Health  Group 
(S.D.P.H.G.)  which  is  us,  the  participating  physi- 
cians, to  decide  if,  and  how,  we  are  to  proceed. 

As  a kind  of  primer,  here  are  MY  opinions  re- 
garding the  above  questions.  Profit  is  not  contra- 
dictory to  providing  quality  health  care  if  the  sub- 
scriber is  protected  from  undue  premium  escalation, 
and  the  provider  from  unreasonable  fee  restraints. 
These  can  be  accomplished  by  resisting  the  inclu- 
sion of  non-physician  providers  under  the  direct  um- 
brella of  Dakotacare,  and  developing  a cost-con- 
sciousness among  providers,  to  name  only  a few. 
The  soaring  growth-rate  of  Dakotacare  demon- 


strates a profit-potential  far  exceeding  our  most  lib- 
eral expectations  for  this  stage  of  our  development, 
and  the  Board  has  no  intention  of  forgetting  who  is 
primarily  responsible  for  this  growth.  The  lifeblood 
of  Dakotacare  was,  and  will  always  be,  the  partic- 
ipating physicians.  So  we  arrive  at  the  third  con- 
sideration of  reconciliation  of  a stabilized  fee  struc- 
ture and  deteriorating  medical  economy.  The  Board 
plans  no  cuts  in  physician  reimbursement  and  is 
considering  changing  some  rates.  This  just  empha- 
sizes that  we  can  do  something  about  our  plight 
when  we  work  together,  and  is  more  than  adequate 
reason  to  continue  supporting  Dakotacare. 

In  converting  to  a for-profit  status,  shares  of  stock 
must  be  issued.  The  initial  plan  is  four  classes  of 
stock;  A,  B,  C,  and  D.  The  South  Dakota  State 
Medical  Association  would  retain  one-half  of  the 
voting  stock  without  a required  dividend.  The  mem- 
bership, or  participating  physicians,  would  be  of- 
fered the  other  half  of  the  voting  stock  for  a nominal 
fee  (probably  $100.00  per  share,  limit  one  share  per 
person).  This  nominal  fee  is  necessary  to  prevent 
the  I.R.S.  from  assigning  a value  per  share  if  it  is 
given  to  the  membership,  and  therefore  disturbing 
the  member’s  tax  status. 

“Class  C’  ’ stock  would  have  no  vote,  no  required 
dividend,  and  would  be  retained  by  the  South  Da- 
kota State  Medical  Association  as  an  instrument  of 
transfer  to  the  for-profit  company.  The  remaining 
“class  D”  stock  would  eventually  be  offered  as 
desired,  or  necessary,  to  generate  capital.  It  would 
be  offered  to  participating  physicians,  participating 
hospitals,  and  possibly  to  enrollees. 

This  may  be  more  than  you  wanted  to  know  about 
Dakotacare,  but  you  AR£  Dakotacare,  and  since  the 
Board  feels  this  conversion  is  necessary,  it  must  be 
with  your  concurrence.  The  Board,  thus  far,  has 
done  a remarkable  job  of  managing  Dakotacare,  and 

1 urge  you  to  learn  all  you  can  about  it  to  facilitate 
(or  stop)  this  transition. 

As  a parting  note,  I read  in  the  AM  News  that 
the  federal  government  is  again  changing  the  rules 
for  Medicare,  refusing  to  allow  the  3.6  percent  rise 
mandated  in  existing  legislation,  in  favor  of  a 1 
percent  rise  for  non-participating  physicians  and  a 

2 percent  rise  in  fees  for  participating  physicians. 

It  seems,  regardless  of  the  party  designation,  every- 
body is  practicing  the  politics  of  expediency  without 
rhyme,  reason  or  moral  ethic.  Their  intent  is  to  cut 
costs  regardless  of  any  consideration  for  quality, 
and  have  admitted  this  is  so.  Dakotacare  may  be 
our  best  hope  to  retard  this  trend.  ■ 
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HELP  SOUTH  DAKOTA'S  MEDICAL  SCHOOL! 


HELP  SOUTH  DAKOTA'S  MEDICAL  STUDENTS! 


The  South  Dakota  Medical  School  Endowment  Asso- 
ciation is  trying  to  do  just  that.  We  make  low  interest 
(6%)  loans  to  medical  students  who  are  attending  the 
University  of  South  Dakota  School  of  Medicine. 
The  number  of  loans  has  increased  from  1 4 in  1 984 
to  72  in  1987,  and  the  total  amount  loaned  from 
$21 ,500  to  $35,000.  This  year  the  Endowment  has 
allocated  $45,000  to  help  meet  the  students’  needs. 


PLEASE  HELP  US  HELP  THEM- 


There  are  many  ways  to  do  this: 

— Send  us  a check 
— Remember  us  in  your  will 
— Make  us  a beneficiary  on  an  insurance  policy 
— Buy  shares  of  stock  in  our  name 


Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Borderline  Personality  Disorder 

Outcome  depends  upon  the  personality  of  the  therapist  as  well  as  patients. 

Roy  C.  Knowles,  M.D.* 


ABSTRACT 

The  concept  of  borderline  conditions  is  over 
thirty  years  old,  and  one  can  say  that  we  are  only 
on  the  borderline  of  a useable  understanding  of 
this  condition.  Indeed  it  is  not  unusual  to  hear 
experienced  therapists  speak  of  ‘‘borderland” 
rather  than  borderline,'^  and  in  so  doing  they 
identify  the  position  which  makes  working  with 

The  diagnosis  of  borderline  personality 
disorder  came  into  being  as  psychiatrists  tried 
to  identify  and  define  a group  of  patients  who  did 
not  fit  in  the  categories  of  psychosis  or  neurosis, 
but  seemed  to  fall  between  the  two.  Originally,  the 
borderline  position  was  described  as  lying  between 
schizophrenia  and  the  neurosis.  Gradually  over  the 
years,  there  has  been  more  and  more  leaning  toward 
the  description  of  the  borderline  between  the  psy- 
chotic depressive  disorders  and  neurosis.^’ ^ 

The  Diagnostic  and  Statistical  Manual  — III  iden- 
tifies diagnostic  criteria  for  a borderline  personality 
disorder  as  follows: 

A.  At  least  five  of  the  following  are  required: 

1)  Impulsivity  or  unpredictability  in  at  least  two 
areas  that  are  potentially  self-damaging,  e.g., 
spending,  sex,  gambling,  substance  use,  shoplift- 
ing, overeating,  physically  self-damaging  acts. 

2)  A pattern  of  unstable  and  intense  interper- 
sonal relationships,  e.g.,  marked  shift  of  attitudes, 
idealization,  devaluation,  manipulation  (consist- 
ently using  others  for  ones  own  ends). 

3)  Inappropriate,  intense  anger  or  lack  of  con- 
trol of  anger,  e.g.,  frequent  displays  of  temper, 
constant  anger. 

4)  Identity  disturbance  manifested  by  uncer- 
tainty about  several  issues  relating  to  identity,  such 
as  self-image,  gender  identity,  long-term  goals  or 
career  choice,  friendship  patterns,  values,  and  loy- 
alties, e.g.,  “Who  am  I?,”  “I  feel  like  I am  my 
sister  when  I am  good.” 

5)  Affective  instability:  marked  shifts  from  nor- 


*Professor,  USD  School  of  Medicine,  Department  of  Psychia- 
try, Sioux  Falls,  SD. 


patients  with  this  diagnosis  challenging  and  dif- 
ficult. In  this  paper,  we  shall  try  to  identify  some 
of  the  characteristics  of  the  borderline  person- 
ality which  may  guide  our  diagnostic  assessments 
and  give  meaningful  direction  to  our  therapeutic 
or  referral  efforts. 


mal  mood  to  depression,  irritability  or  anxiety,  usu- 
ally lasting  a few  hours  and  rarely  more  than  a few 
days,  with  a return  to  normal  mood. 

6)  Intolerance  of  being  alone,  e.g.,  frantic  ef- 
forts to  avoid  being  alone,  depressed  when  alone. 

7)  Physically  self-damaging  acts,  e.g.,  suicidal 
gestures,  self-mutilation,  recurrent  accidents  or 
physical  fights. 

8)  Chronic  feelings  of  emptiness  or  boredom. 
B.  If  under  18  does  not  meet  the  criteria  for  identity 
disorder. 

Although  we  can  accept  the  foregoing  diagnostic 
criteria  as  a base  for  recognizing  borderline  person- 
ality disorder,  one  soon  recognizes  that  there  are 
variations  which  cause  an  overlap  with  character- 
istics of  almost  any  of  the  personality  disorders. 
These  variations  can  develop  out  of  inherited  tem- 
peramental characteristics  or  any  number  of  devel- 
opmental problems.  For  example,  most  therapists 
have  seen  many  more  borderline  personalities  among 
their  women  patients  than  among  their  men.  A prob- 
able reason  for  this  is  that  a goodly  percentage  of 
the  male  borderline  personalities  demonstrate  a much 
greater  propensity  to  aggressive  destructive  behav- 
iors. As  a result  of  this,  many  of  the  male  borderline 
personalities  are  designated  as  sociopathic  and  end 
up  in  prison  rather  than  in  a mental  health  center 
or  a psychotherapist’s  office.  It  is  also  to  be  noted 
that  in  the  literature  there  is  often  a tendency  to 
speak  of  narcissistic  personality  disorder  along  with 
borderline  personality  disorder.  The  narcissistic  per- 
sonality characteristics  which  are  also  commonly 
found  in  the  borderline  female  person,  relate  largely 
to  the  excessive  self-appreciation  which  allows  little 
room  for  a sincere  appreciation  of  others.^’ 
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In  children,  a developing  borderline  personality 
is  seldom  identified.  The  symptoms  seen  are  more 
commonly  placed  under  an  identity  problem  or  a 
conduct  disorder.  The  growth  and  developmental 
changes  in  children  make  it  difficult  to  label  a per- 
sonality disorder  until  late  in  the  teen  years. 


one  soon  recognizes  that  there  are  variations 
which  cause  an  overlap  with  characteristics  of 
almost  any  of  the  personality  disorders. 


Association  between  attention  deficit  disorder 
(ADD)  and  hyperactivity  is  also  beginning  to  come 
to  our  attention  as  we  look  for  signs  of  developing 
borderline  personality  in  children. ^ In  an  article, 
which  this  author  has  been  unable  to  resurrect,  is  a 
study  which  about  20  years  ago  identified  that  in  a 
prison  population  a very  important  percentage  of 
prisoners  were  found  to  have  a history  of  untreated 
hyperactivity.  This  was  well  before  we  began  to  use 
the  term  attention  deficit  disorder.  In  the  article,  the 
supposition  was  that  the  character  disorder  in  these 
male  prisoners  was  probably  because  the  hyperac- 
tivity had  not  been  treated  and  there  was  a direct 
line  between  the  hyperactivity  and  the  sociopathic 
personality  disorder  because  the  child  with  untreated 
hyperactivity  had  no  way  of  succeeding  in  the  world 
and  thus  learned  to  be  bad.  Gradually  over  the  years, 
we  have  come  to  recognize  that  the  hyperactivity 
or  attention  deficit  disorder  does  not  change  into  an 
anti-social  personality,  but  the  relationship  to  a prison 
population  is  still  important.  All  of  this  certainly 
justifies  the  opinions  of  Akiskal  et  al.^  as  they  rec- 
ognize borderline  to  be  an  adjective  which  is  in 
search  of  a noun. 

ETIOLOGY 

Perhaps  if  we  consider  the  possible  interplay  be- 
tween attention  deficit  disorder  and  borderline  per- 
sonality in  some  male  patients  and  probably  in  some 
female  patients,  we  will  be  able  to  paint  more  clearly 
the  picture  of  confusion  which  still  exists  in  the 
borderline  diagnosis.  It  is  more  likely  that  we  will 
be  able  to  at  least  recognize  that  there  is  a need  for 
physicians  to  keep  in  mind  the  variety  of  factors 
leading  ultimately  to  the  final  personality  devel- 
opment of  each  adult. 

Remember  we  are  using  ADD  in  connection  with 
borderline  only  as  an  example  of  how  the  borderline 
personality  can  develop.  As  we  consider  attention 
deficit  disorder,  we  recognize  we  have  to  allow  for 
the  possibility  of  some  defect  in  the  limbic  system 
of  the  brain  which  makes  it  impossible  for  the  child 
to  keep  his  mind  on  what  is  supposed  to  be  attracting 


his  attention.  But  then  we  add  the  idea  that  a large 
percentage  of  children  with  attention  deficit  disorder 
are  also  learning  disabled.  Then  we  add  the  thought 
that  children  are  bom  with  widely  divergent  tem- 
peramental characteristics  which  will  make  some 
quiet  and  layed  back,  while  others  are  aggressive 
or  inquisitive  or  overresponsive.  Then  we  add  the 
possibilities  of  brain  injury  as  a cause  of  attention 
deficit  disorder  or  a result  of  attention  deficit  dis- 
order (a  kid  always  climbing  and  frequently  falling). 
Then  we  try  to  make  some  connection  to  conduct 
disorder  and  later  psychopathic  behavior  or  border- 
line personality  disorder  and  we  come  up  with  a 
great  deal  of  confusion.  The  parental  role  in  the 
development  of  borderline  personality  usually  is  de- 
scribed as  the  mother  being  strict,  distant  and  un- 
responsive with  the  father  being  passive  and  in  the 
background. 

Although  the  case  to  be  presented  can  not  be 
identified  as  definitely  pre-borderline  personality, 
it  is  striking  that  almost  any  time  the  author  has  had 
contact  with  a borderline  personality  and  has  been 
seeking  background  information,  this  case  has  re- 
bounded into  memory. 

CASE 

A little  boy,  approximately  four  years  of  age,  was  brought 
to  the  mental  health  center  because  his  mother  was  very 
unhappy  with  his  behavior.  She  reported  that  at  times  he 
seemed  to  be  a nice  little  boy,  by  that  she  meant  that  he 
would  play  quietly,  but  most  of  the  time  he  would  be  fol- 
lowing her  around  clinging  to  her  while  she  was  trying  to 
get  her  housework  done,  or  he  would  be  screaming,  flghting 
and  breaking  things.  We  sat  talking  in  the  playroom  while 
the  child  played.  He  handled  himself  very  well,  but  even- 
tually he  came  to  the  point  where  he  wanted  contact  with 
his  mother.  She  picked  him  up  and  held  him  as  if  sitting 
on  her  lap,  but  actually  she  was  holding  him  about  an  inch 
off  of  her  lap.  When  I noted  that  fact  to  her,  she  indicated 
that  she  did  not  want  to  wrinkle  her  dress.  The  rest  of  our 
conversation  revolved  around  the  question  of  how  a child 
would  be  able  to  identify  who  he  was  and  how  much  he  was 
loved  if  any  time  he  approached  his  mother,  her  flrst  con- 
cern was  whether  her  dress  would  be  wrinkled.  After  that 
discussion,  the  mother  never  returned.  So,  there  is  no  way 
to  know  how  this  child  ultimately  turned  out. 

Reference  to  the  attention  deficit  disorder  em- 
phasizes the  same  point  as  the  case  described  above. 
Without  appropriate  treatment  for  attention  deficit 
disorder  the  child  is  subjected  constantly  to  being 
handled  as  a problem  rather  than  as  a child.  The 
child  becomes  a problem,  an  annoyance,  a disap- 
pointment so  that  the  child  has  no  way  to  come  to 
know  that  it  is  a real  person  who  is  loved  and  can 
love.  The  learning  disabled  child  can  go  through 
the  same  agony  of  emptiness  because  the  learning 
disability  becomes  the  major  concern  and  the  major 
path  of  contact  with  other  people.  So  it  can  be  with 
the  brain  damaged  child  with  or  without  attention 
deficit  disorder  and  with  or  without  conduct  dis- 
order. 
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The  foregoing  is  not  intended  to  imply  that  the 
major  percentage  of  borderline  personality  patients 
need  have  another  associated  condition.  It  is  rather 
to  emphasize  that  during  the  developmental  years, 

I the  child  needs  to  know  that  it  is  wanted,  is  special, 

: and  that  even  when  the  child  is  physically  alone  the 
: child  is  not  alone.  The  foundation  must  be  firm  so 
I that  the  child  may  depend  upon  it  as  it  attempts  to 
i climb  into  a fully  adult  identity  and  autonomy. 

TREATMENT 

'I  First  of  all  it  is  necessary  to  recognize  that  the 
i patient  who  demonstrates  a borderline  personality 
: disorder  is  or  will  be  a difficult  patient.  That  state- 
i ment  does  not  imply  that  the  treating  person  need 
I go  on  the  defensive.  If  indeed  the  treating  person 
|i  does  go  on  the  defensive,  it  is  better  that  he  refer 
[j  than  that  he  continue  to  battle  with  a patient  he  does 
not  want  to  work  with."^’  ^ 

1;  Because  the  borderline  personality  patient  wants 
I so  much  to  be  attached  and  yet  distrusts  so  much 
1 that  he  can  not  allow  it,  the  patient,  in  a therapeutic 
I relationship,  causes  frequent,  if  not  constant,  tur- 
i moil  until  the  patient  reaches  that  stage  at  which 
||  he/she  can  become  safe  in  the  therapeutic  relation- 
|;  ship  and  then  can  move  on  to  independence. 

(Because  more  females  are  identified  as  border- 
I line,  we  shall  use  the  female  pronoun).  Therapists 
l!i  who  work  with  borderline  patients  frequently  use 
I the  term  splitting  to  indicate  the  defense  mechanism 
most  commonly  used  by  the  borderline.  Actually, 
the  splitting  mechanism  is  used  both  within  the  pa- 
tient and  in  the  environmental  situation  of  the  pa- 
[ tient.  The  patient  is  constantly  in  struggle  with  her- 
s self  — she  feels  something,  but  she  will  not  let 
I herself  feel  it.  She  wants  something,  but  because 
j she  cannot  trust,  she  will  not  let  herself  continue  to 
I want  it.  In  the  outside  environment,  in  relationship 
f to  other  people,  she  will  approach  and  then  terrified 
I if  the  approach  is  accepted,  will  rebel  in  some  form. 

I She  uses  the  same  splitting  technique  in  different 
\ form  in  that  she  will  approach  one  person  in  one 
I way  and  another  person  in  a contradictory  way  which 
j will  very  likely  have  those  two  people  fighting  with 
i each  other.  This  is  so  whether  we  are  talking  about 
the  way  she  works  with  her  parents  or  people  in  a 
job,  or  staff  in  a treatment  program. 

One  must  assume  treatment  to  be  long  term.  That 
in  itself  is  a reason  why  the  therapist  should  decide 
i whether  to  keep  or  refer  the  patient. 

I Treatment  modalities  are  at  present  time  entirely 
! the  choice  of  the  therapist.  In  some  instances,  the 
therapist  never  uses  inpatient  care,  or  the  therapist 
never  uses  medication,  or  in  some,  the  therapist  uses 
only  group  therapy.  In  some,  the  therapist  uses  in- 
patient only  for  very  short  term  emergency  care  and 


the  rest  is  all  out-patient.  In  some,  the  therapy  is 
classical  psychoanalytic  or  dynamically  oriented 
psychotherapy  once  a week.  And  in  some,  it  is  also 
on  an  ad  lib  basis. 

The  use  of  medication  in  the  treatment  of  bor- 
derline, brings  into  focus  the  suggestions  coming 
out  of  the  more  recent  research  projects."^’  Whereas 
the  original  impressions  aimed  in  the  direction  of  a 
borderline  condition  lying  between  psychosis  and 
neurosis  and  more  specifically  between  schizophre- 
nia and  neurosis  they  have  more  recently  been  mod- 
ified to  suggest  a closer  relationship  to  depression 
or  to  the  affective  disorders.  Family  histories,  in  a 
significant  percentage  of  cases,  apparently  reveal 
affective  disorders  in  other  members  of  the  family. 
In  the  same  research  studies,  schizophrenia  is  much 
less  prominent.  The  instability  of  the  relationships 
and  behaviors  of  the  borderline  personality  cause 
the  therapist  to  try  to  use  medications  to  control 
anxiety,  to  control  agitation,  to  control  suspicious 
or  paranoid  type  thinking,  to  control  brief  psychotic 
episodes,  and  to  control  bouts  of  depression.  Ac- 
tually, the  episodes  are  usually  quite  short,  running 
from  a few  hours  to  a few  days.  It  is  difficult  to 
know  whether  medication  serves  any  purpose  other 
than  to  let  the  patient  know  she  is  being  cared  for 
or  that  she  can  force  the  therapist  to  pay  attention. 
Nonetheless,  it  begins  to  be  a little  suggestive  that 
if  there  is  a medication  which  can  be  affective,  it 
is  more  likely  to  be  in  the  range  of  the  anti-depres- 
sants although  rapidly  acting  antipsychotics  like  ha- 
loperidol  are  helpful  in  brief  psychotic  episodes.^’ 
CASE 

A twenty-eight  year  old  female  was  referred  by  her  phy- 
sician because  of  depression.  She  was  able  to  quickly  iden- 
tify that  she  frequently  got  into  battles  with  her  roommate, 
partly  because  she,  the  patient,  had  developed  a very  strong 
fantasy  of  someday  joining  the  family  of  the  roommate.  She 
had  this  family  at  a high  level  of  perfection,  and  she  knew 
that  wonderful  changes  would  come  in  her  life  if  she  could 
join  this  ideal  family.  This  woman  came  out  of  a family  in 
which  she  described  the  father  as  being  a man  she  hardly 
knew  because  he  seemed  to  be  so  far  away,  even  though 
physically  he  was  not.  The  mother  was  the  boss  and  ran 
the  show.  There  was  one  brother  and  one  sister  who  seemed 
to  be  doing  well,  and  one  sister  whom  the  patient  considered 
“weird.”  Except  for  some  instability  in  friendships  in  high 
school,  there  were  no  particular  problems  noted  by  the 
patient  untU  toward  the  end  of  college  when  she  made  her 
first  attachment  to  a male.  This  relationship  was  so  erratic 
and  unstable  that  she  actually  could  not  describe  it.  She 
moved  on  to  training  as  a technician  within  one  of  the 
medical  subspecialties.  (It  is  interesting  how  frequently  it 
appears  the  borderline  personality  tries  to  enter  employ- 
ment fields  concerned  with  the  care  of  others,  and  there  is 
almost  an  aggrandized  or  magical  quality  as  they  interpret 
their  skill  and  their  success  in  saving  others.  Yet  they,  not 
infrequently,  lose  their  jobs  because  of  battles  with  other 
employees  or  supervisors  because  those  others  “do  their 
jobs  so  poorly.”)  There  developed  a serious  difficulty  with 
those  with  whom  she  was  working,  and  at  the  same  time  a 
feeling  that  the  people  in  her  church  and  the  people  in  her 
recreation  group  re^y  didn’t  care  if  she  was  around.  Added 
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to  this  was  a feeling  that  she  had  to  give  up  on  ever  being 
accepted  by  her  roommate’s  family.  I,  as  her  therapist, 
began  to  employ  an  anti-depressant  medication  with  her. 
There  was  general  improvement  and  suddenly  an  extremely 
severe  suicide  attempt  with  the  medication.  After  recovery, 
she  was  impressed  with  the  fact  that  according  to  all  stand- 
ards she  should  have  died  and  therefore  there  must  be  some 
reason  why  she  should  live.  Her  relationship  with  me  be- 
came much  more  stable  and  dependable.  She  changed  jobs 
and  began  to  look  seriously  into  further  education.  At  the 
same  time,  for  the  Hrst  time,  she  began  to  be  seriously 
interested  in  a man.  Her  relationship  with  this  man  re- 
mained quite  stable.  He  was  involved  in  schooling,  which 
was  very  likely  to  lead  him  into  moving  to  another  part  of 
the  country  to  seek  employment.  She,  very  thoughtfully, 
began  to  make  her  plans  around  his.  There  no  longer  ap- 
pears to  be  any  of  the  erratic  behaviors  which  had  previ- 
ously been  stimulated  by  her  vacilation  between  her  gran- 
diose self-idealization  and  her  self-denigration.  Treatment 
time  = 4 years. 

CASE: 

A twenty-three  year  old  was  first  seen  by  court  order 
because  of  a bar  room  brawl.  At  first  it  was  difficult  to  get 
any  information  from  her  because  she  spent  most  of  the 
time  bragging  about  her  wonderous  skills  as  a former  aide 
in  a nursing  home,  as  a successful  musician,  as  a potentially 
successful  salesperson,  etc.  Then  there  was  a switch  to  be- 
littling herself  as  a perpetual  failure  who  came  out  of  the 
family  of  failures.  With  this  shift,  she  was  able  to  begin  to 
define  that  things  seemed  to  come  apart  when  she  was  moved 
away  from  her  friends  at  about  age  13  because  the  father 
obtained  a different  job.  She  was  able  to  identify  that  her 
popularity  in  her  school  and  with  her  friends  was  due  to 
the  fact  that  she  made  them  laugh. 

In  large  part,  people  whom  she  has  met  since  leaving  her 
hometown  have  been  friends  and  enemies  and  “wonderful” 
people  and  “stupid”  people.  Her  relationship  with  me  var- 
ied between  absolute  satisfaction  of  being  with  someone  she 
liked  and  trusted  and  who  liked  her  to  great  anger  asso- 
ciated with  threats  which  usually  came  in  the  form  of  “I 
feel  like  jumping  out  of  this  chair  and  beating  you  up!” 
Since  I did  not  respond  to  her  threats  with  any  feeling  of 
fear,  she  would  then  ultimately  revert  into  joking. 

After  sliding  in  and  out  of  jobs,  all  of  which  were  jobs 
serving  people  or  taking  care  of  people,  she  finally  screwed 
up  courage  enough  to  attempt  college  with  the  idea  of  be- 
coming a counselor  of  some  kind  since  she  already  knew 
everthing  there  was  to  know  about  people  and  their  prob- 
lems. Gradually,  her  interest  in  education  changed  as  she 
found  her  own  mood  swings  getting  in  the  way  of  being  able 
to  study  well.  The  death  of  an  elderly  member  of  her  family 
was  earthshattering.  Everything  was  an  extreme.  Little  ar- 
guments with  parents  ended  up  in  battles,  followed  later 
by  declarations  of  absolute  love  of  her  perfect  parents. 
Through  all  of  this,  her  relationship  with  the  therapist  be- 
came more  and  more  firm  and  trusting.  Questions  asked 
or  interpretations  given  were  no  longer  threats  or  accusa- 
tions. Then,  because  of  circumstances  beyond  control,  the 
therapist  had  to  transfer  her  care  to  someone  else.  In  spite 
of  that,  she  kept  this  therapist  as  an  ideal,  but  she  used 
that  as  a weapon  against  her  next  therapist,  who  for  a long 
period  of  time  could  in  no  way  come  up  to  the  standards 
that  she  had  established  for  me.  Even  after  transfer,  she 
continued  a pattern  which  was  common  throughout  the  four 
years  of  our  therapy:  she  would  gently  slash  her  wrist  or 
take  a mild  overdose  of  pills  or  just  simply  threaten  to 
commit  suicide  and  would  get  herself  admitted  to  the  hosp- 
tial.  While  in  the  hospital,  she  would  move  from  one  com- 
plaint to  another  attempting  to  get  attention  and  exami- 
nation by  various  medical  specialists.  All  of  this  had  a flavor 
of  a desire  on  her  part  to  get  attention  and  to  prove  her 
power  as  she  would  manipulate,  but  underneath  it  appeared 
to  be  primarily  an  attempt  to  avoid  the  emptiness,  the  lone- 


liness, the  sense  of  being  alone.  Therapy  continues  after  6 I 
years.  1 

The  lack  of  firm  knowledge  about  the  borderline  I 
personality  disorder  can  be  quickly  identified  in  one 
article  written  concerning  the  use  of  group  therapy 
in  which  the  author  divides  the  borderline  person- 
ality patients  into  six  different  categories.^®  These 
categories  range  from  favorable  prognosis  or  lack 
thereof.  In  another  article,  by  Gunderson  and  El- 
liott,^ there  is  a review  of  hypothesis  that  indicate 

1)  that  affective  disorder,  probably  depression,  is 
the  primary  problem  at  least  in  patients  with  affec- 
tive syndrome  and  borderline  character  pathology; 

2)  that  borderline  personality  disorder  can  produce 
diagnosable  affective  disorders  in  some  individuals; 

3)  affective  and  borderline  personality  disorders  are 
unrelated  with  each  having  a relatively  high  inci- 
dence in  the  population,  or  4)  that  both  borderline  | 
personality  and  affective  disorder  are  diagnosed  with  j 
signs  and  symptoms  arising  from  many  sources,  j 
Hypothesis  5)  continues:  for  either  disorder  indi-  j 
viduals  may  start  with  a biophysiological  vulnera-  ; 
bility  that  increases  their  risk  of  being  psychologi-  | 
cally  impaired  in  early  development.  The  key  to  the  j 
overlap  and  dissimilarities  between  these  two  dis- 
orders, then,  may  be  a constellation  of  innate  and  ! 
external  factors  that  are  inconsequential  individually 
but  combine  to  shape  depression,  chronic  dys- 
phoria, or  borderline  behavior  — alone  or  in  any 
possible  combination. 


the  child  needs  to  know  that  it  is  wanted,  is  spe- 
cial, and  that  even  when  the  child  is  physically 
alone  the  child  is  not  alone. 


An  attempt  to  come  up  with  a diagnostic  inter- 
view for  the  borderline  personality,  which  would 
be  helpful,  so  far  indentifies  two  reliable  groupings 
of  symptoms:  1)  impulse/action  patterns,  which  in- 
clude such  things  as  self-mutilation,  manipulative 
suicide,  drug  abuse,  sexual  deviance,  and  such  anti- 
social acts  as  runaway,  assaults  or  trouble  with  the 
law;  2)  interpersonal  relations  which  include  alone- 
ness  — almost  always  with  people  or  actively  avoids 
being  alone  and  yet  basically  socially  isolated  or  “a 
loner”;  actively  seeks  a relationship  taking  care  of 
others,  or  an  active  conflict  of  giving  and  receiving 
care;  forms  intense  unstable  one-to-one  relation- 
ships; devalues  and  manipulates  with  hostility  oc- 
curring in  close  relationships;  dependency  and  mas- 
ochism recur  in  close  relationships;  trouble  in  past 
therapy  relations:  involve  staff  splitting,  formed  , 
“special”  relationships,  or  a noteworthy  counter-  j 
transference  problems  in  the  therapist.  1 
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The  subject  of  counter  transference  problems  is 
an  important  one.  The  therapist  must  be  constantly 
aware  of  his  own  feelings,  of  his  own  tendencies 
to  react  in  certain  situations  or  to  certain  events 
which  will  cause  him  to  respond  in  a way  which 
actually  places  blame  upon  the  patient  for  bad  feel- 
ings or  thoughts  aroused  within  the  therapist.^’ 

One  of  the  articles  concerning  inpatient  therapy 
of  long-term  nature,  by  L.  J.  Brown, divides  the 
treatment  into  stages,  though  actually  these  stages 
can  be  defined  as  stages  in  any  kind  of  therapy  with 
the  borderline  personality.  Originally  there  is  “con- 
fusion and  containment.”  At  first  one  would  con- 
sider this  as  being  words  directed  at  or  describing 
the  patient,  but  in  actual  fact,  it  describes  the  patient 
and  the  staff  (and  therapist).  There  is  a long  period 
of  confusion  while  the  patient  wanders  around  in  a 
strange  environment  and  the  staff  spends  time  with 
a stranger.  Then  gradually  there  is  a recognition  by 
the  patient  that  problems  within  the  milieu  are  prob- 
lems inside  herself,  the  patient.  At  the  same  time, 
the  staff  becomes  more  clear  about  their  reactions 
to  the  patient.  The  second  period  is  that  of  “hope- 
lessness and  replacement.”  On  the  part  of  the  pa- 
tient and  of  the  staff,  or,  in  individual  therapy,  on 
the  part  of  the  therapist  there  comes  eventually  a 
sense  of  hopelessness  because  the  patient  is  now 
faced  with  a hopeless  feeling  about  entering  a new 
personal  world  which  she  knows  nothing  about  and 
in  which  she  can  not  succeed. 


The  therapist  must  be  constantly  aware  of  his 
own  feelings,  of  his  own  tendencies  to  react  to 
certain  situations  or  certain  events  which  will 
cause  him  to  respond  in  a way  which  actually 
places  blame  upon  the  patient  — 


The  staff,  after  long  periods  of  working  with  the 
person,  feel  the  same  thing.  In  the  replacement  part, 
the  patient,  the  staff,  or  the  therapist  are  faced  with 
kind  of  a pretend  period,  when  the  patient  attempts 
to  replace  her  old  way  of  doing  things  and  her  old 
feelings  about  things  with  something  very  much  as 
if  she  were  playing  a part  rather  than  developing 
something  new  within  herself.  The  author  goes  on 
to  step  three  which  is  ‘ ‘gratitude  and  concern.  ’ ’ This 
is  the  time  when  the  patient  recognizes  that  she  is 
indeed  beginning  to  do  better  and  to  be  ready  to 
face  it  on  the  outside  world  and  at  the  same  time 
she  has  to  give  up  the  people  that  have  become  so 
meaningful  to  her  as  the  helping  people,  including 
her  therapist  — again  this  would  be  so  on  an  out- 
patient individual  therapy  as  well  as  hospital.  The 
last  item  in  that  is  a kind  of  worry  on  the  part  of 


everybody  concerned  about  whether  the  outside 
world  is  really  going  to  be  a success. 

In  this  description  of  a therapeutic  process,  we 
see  really  a rebirth  and  redevelopment  and  regrowth 
kind  of  process  with  many  of  the  steps  which  one 
can  see  as  one  describes  childhood  and  adolescence. 
Perhaps  this  explains  why  successful  therapy  is  so 
long  — four  years,  nine  years,  or  more. 

CONCLUSION 

The  term  borderline  personality  disorder  is  so 
indefinite  that  as  one  author  indicated  it  is  an  ad- 
jective in  search  of  a noun.^  There  is  much  to  be 
done  in  research  and  ultimately  in  definition  so  that 
what  is  now  called  borderline  personality  disorder 
may  become  a clearly  recognizable  condition  or 
contain  within  itself  clearly  recognizable  subdivi- 
sions with  their  own  therapeutic  approaches.  Mean- 
while, physicians  or  others,  working  with  people 
with  this  condition,  must  be  cognisant  of  their  own 
feelings  and  responsive  enough  to  their  own  feelings 
to  make  legitimate  decisions  about  referral  or  the 
assumption  of  a long  term  treatment  extending  into 
many  years.  The  enormous  hunger  for  acceptance 
and  to  belong  to  someone  is  in  constant  conflict 
with  feelings  within  the  patient  which  makes  it  im- 
possible for  the  patient  to  trust,  to  accept  or  to  re- 
main close.  The  efforts  of  manipulation  and  gaining 
attention  mixed  with  threats  of  revenge  for  all  man- 
ner of  assumed  and  presumed  injuries  result  in  many 
storms.  As  in  all  forms  of  psychotherapy  for  all 
manner  of  mental  and  emotional  illness,  the  prog- 
nosis is  based  upon  the  therapist  as  much  as  it  is 
upon  the  patient  and  her  illness.  In  the  case  of  the 
borderline  personality  disorder  patient,  at  our  pres- 
ent level  of  knowledge,  prognosis  appears  to  be  as 
strongly  dependent  upon  the  personality  of  the  ther- 
apist as  upon  the  therapeutic  technique. 
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A complete  list  of  references  used  for  this  article  are  available 

upon  request  at  the  Journal  office,  1323  S.  Minnesota  Ave., 

Sioux  Falls,  SD. 


EMERGENCY  PHYSICIAN 
NEEDED 

ABEM  certified  or  prepared  emergency 
physician  needed  to  join  five  other  EP’s. 
Modern  emergency  department  in  390- 
bed  community  hospital  with  20,000 
patient  visits  annually  (Increasing  re- 
lentlessly). Located  in  the  Black  Hills. 
Rapid  City  offers  mild  climate,  fantastic 
winter  and  summer  recreation,  excel- 
lent schools.  Outstanding  salary  and 
full  corporate  benefits  after  only  one 
year. 

Contact: 

Gregory  J.  Irverson,  M.D.,  FACEP 
Rapid  City  Regional  Hospital 
P.O.  Box  6000 
Rapid  City,  SD  57709 
or  phone;  (605)  341-8222 


KREISERS  INC. 


1 220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1 724  8th  Ave.  N. 

Sioux  Falls,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact;  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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SOUTH  DAKOTA 


Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Auxiliary  Focus  on 
Adolescent  Health 

WITH  THE  ARRIVAL  of  Fall  the  SDSMA  Aux- 
iliary becomes  fully  alive  after  a somewhat 
dormant  summer.  By  this  time  most  local  auxiliaries 
have  met  for  the  first  time  this  year. 

Old  and  new  projects  are  in  the  Auxiliary  agenda 
this  coming  year.  A new  project,  in  particular,  is 
that  of  the  AMA’s  current  Adolescent  Health  Ini- 
tiative. This  initiative  is  a comprehensive  plan  to 
improve  the  health  and  quality  of  life  of  our  nation’s 
teenagers. 

To  help  us  in  this  task  the  AM  A has  produced 
two  public  service  announcements  (PSA)  in  the  form 
of  videotape  and  audiotape.  They  focus  on  teen 
suicide  and  AIDS.  These  PSAs  are  available  for  us 
to  purchase  so  that  we  in  turn  can  make  it  available 
to  the  local  television  and  radio  stations. 

In  addition  to  the  PSAs,  the  AM  A has  produced 
18"  X 24"  posters  with  this  message:  “Each  year 
5,000  teenagers  take  their  own  lives.  One  way  to 
prevent  suicide  is  listening.  . . . Are  you?” 

It  is  Betty  Szewczyk  (Edward),  National  Auxil- 
iary President’s  goal,  along  with  mine,  and  that  of 
Karen  Pekas  (Richard),  SDSMA  Auxiliary  Health 
Projects  Chairman,  to  encourage  our  state  districts 
to  become  involved  in  this  campaign. 

To  create  community  awareness  the  AMA  Aux- 
iliary has  put  out  two  Shape  Up  For  Life  brochures 
on  “Teen  Sexuality”  and  “Teen  Suicide.”  These 
brochures  are  ideal  for  community  distribution  in 


conjunction  with  the  posters  and  the  PSAs. 

We  have  already  ordered  a good  number  of  the 
posters  to  be  distributed  as  soon  as  possible.  I par- 
ticularly encourage  the  president  and  the  health 
chairman  of  each  district  to  see  to  it  that  their  district 
has  an  adequate  supply  for  their  own  communities. 

However,  as  with  many  good  things  in  life,  there 
is  a cost.  The  tapes  and  brochures  have  to  be  pur- 
chased and  the  state  Auxiliary  budget  is  quite  tight. 
This  means  the  Auxiliary  will  be  somewhat  limited 
as  to  how  much  it  can  do.  The  30-second  PSA  TV 
spots  are  $75  each,  and  the  30-second  radio  spots 
are  $20  each.  Each  spot  may  be  localized  with  the 
name  of  the  medical  society  and/or  the  Auxiliary 
sponsor  during  the  last  five  seconds  of  play.  The 
brochures  are  less  expensive.  The  cost  is  $5  per 
100. 

If  any  of  your  medical  societies  would  like  to 
sponsor,  in  conjunction  with  the  Auxiliary,  any  of 
these  PSAs  or  brochures,  please  let  me  know. 

Our  adolescents  are  too  precious  to  let  waste.  The 
AMA  and  the  AMA  Auxiliary  are  determined  to 
help  improve  their  quality  of  life.  It’s  our  goal  to 
do  so  by  becoming  involved  in  this  public  awareness 
campaign. 

With  the  arrival  of  Fall  and  the  beginning  of  a 
new  Auxiliary  year  the  Auxiliary  shall  become  fully 
alive  and  determined  to  see  our  DREAMS  COME 


PRAEMONITUS  — PRAEMUNITUS 


JERRY  MAGINN  WYETH 
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HOSPITAL  INITIATED  DENIALS 

Hospitals  may  issue  a denial  notice  to  a Medicare  patient  during  a stay  at  the 

hospital  (acting  directly  or  through  its  utilization  review  committee)  when  it  deter- 
mines: 

1 . That  the  beneficiary  no  longer  requires  inpatient  hospital  care  (including  patients 
awaiting  SNF  placement  who  have  reverted  to  a lower  level  of  care  or  for  whom 
a Medicare  certified  bed  has  become  available);  and 

li 

2.  The  attending  physician  concurs  with  the  decision  in  writing  (for  example,  by  t 
issuing  a written  discharge  order),  or  the  PRO  reviewing  physician  concurs  with  : 
the  hospital;  and 

3.  The  hospital  notifies  the  beneficiary  (or  person  acting  on  his  or  her  behalf)  in 
writing  of  the  decision. 

The  following  HCFA  guidelines  are  used  in  the  issuing  of  these  notices. 

1 . Hospitals  may  consider  issuance  of  a notice  of  non-coverage  when  the  ben- 

eficiary ceases  to  need  acute  care.  However,  a hospital  may  not  force  a ben- 
eficiary to  incur  liability,  i.e.,  transfer  a beneficiary  to  a non-covered  SNF  If  a 
Medicare  covered  SNF  bed/swing  bed  Is  unavailable  and  beneficiary  needs  a 
SNF  level  of  care.  I 

I 

2.  Hospitals  must  issue  a notice  of  non-coverage  in  all  cases  where  there  is  a ^ 

potential  for  patient  liability.  | 

I 

3.  For  a continued  stay,  beneficiary  liability  does  not  begin  until  the  third  day  after  j 
issuance  of  the  notice. 

I 

4.  If  the  notice  is  given  at  or  prior  to  admission  for  non-covered  admissions,  patient 
liability  begins  immediately.  A hospital  may  give  notice  of  non-coverage  of  the 
admission  at  any  time  during  the  stay,  but  the  beneficiary  is  liable  only  for  ; 
services  furnished  beginning  with  the  day  following  the  date  of  the  notice. 

5.  Hospital  denial  notices  and/or  notices  of  non-coverage  must  be  appropriately 
issued,  i.e.,  with  PRO  or  attending  physician  concurrence,  correct  dates,  etc. 
Inappropriately  issued  notices  are  tantamount  to  no  notice. 

6.  The  notice  must  state  that  the  beneficiary  has  a right  to  PRO  review  if  they  j 
disagree  with  the  hospital. 
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■New  SDSMA  Members 
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South  Dakota  Society  Of 
Pathologists 

Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 
John  Barlow,  M.D.,  Vice  President 
Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 


MEMBERS 

Forrest  Brady,  M.D. 

144  W.  Jackson 
Spearfish,  SD 

Roger  S.  Knutson,  M.D. 

721  Meade  St. 

Rapid  City,  SD 

Michael  Smith,  M.D. 

USDSM  Dept,  of  Psy. 

800  E.  21st  St. 

Sioux  Falls,  SD 

R.  Buckland  Thomas,  M.D. 

1200  S.  Main 
Aberdeen,  SD 

Joseph  Cass,  M.D. 

1301  S.  Ninth,  #700 
Sioux  Falls,  SD 

Wesley  Nord,  M.D. 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Steve  Vosler,  M.D. 

1406  N.  Main 
Spearfish,  SD 

Russell  Galatzan,  M.D. 

2200  N.  Kimball,  #400 
Mitchell,  SD 


FP 


OrS 


FP 


FP 


Ped 


Aleksandr  a Laput,  M.D. 

1200  S.  7th  Ave. 

Sioux  Falls,  SD 

David  Makers,  M.D. 

2200  N.  Kimball 
Mitchell,  SD 

Patricia  Makers,  M.D. 

2200  N.  Kimball 
Mitchell,  SD 

Jeffrey  Murray,  M.D. 

604  Alder  Lane 
Sioux  Falls,  SD 

K.  Lynn  Paul,  M.D. 

USDSM,  Dept,  of  Psy. 

800  E.  21st  St. 

Sioux  Falls,  SD 

Michael  K.  Delaney,  M.D. 

Delaney  Clinic 
P.O.  Box  1003 
Mitchell,  SD 


ASSOCIATE  MEMBERS 

Douglas  DeHann,  M.D. 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 


FAMILY  PRACTICE 
PHYSICIAN 

With  obstetrical  capabilities  is  needed  to 
practice  in  the  medical  clinic  adjacent  to  the 
hospital.  Enjoy  excellent  guarantee  plus  in- 
centive with  paid  malpractice  insurance,  va- 
cation and  CME  leave,  and  group  health  and 
life  insurance  benefits.  An  active  and  re- 
warding practice  will  develop  quickly  in  this 
community  designated  as  a primary  care 
physician  shortage  area  located  in  south- 
eastern South  Dakota  near  Lake  Francis  Case 
on  the  Missouri  River.  For  further  informa- 
tion, please  contact: 

WAGNER  COMMUNITY  MEMORIAL 
HOSPITAL 

Third  and  Wagner  Heights 
Wagner,  SD  57380 
(605)  384-361 1 


UROLOGIST 

VA  Medical  Center,  Lincoln,  Nebraska  seeking  board 
certified  or  board  eligible  urologist  for  progressive, 
affiliated  180  bed  medical  center.  Center  is  affili- 
ated with  University  of  Nebraska  for  urology  resi- 
dency program.  Salary  and  bonus  pay  commen- 
surate with  training  and  experience.  Licensure  any 
state.  Must  meet  English  proficiency  requirement. 
Allowable  moving  expenses  payable. 

Write  or  call:  402-489-3802,  ext.  229. 

Chief,  Surgical  Service 
VA  Medical  Center 
600  S.  70th  Street 
Lincoln,  NE  68510 

Equal  opportunity  employer 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous  ] 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will  ' 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these  j 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  j 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by  ■ 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84  , 

References: 

1 . Korman  MG,  Shaw  RG,  Hansky  J,  et  al:  Gastroenterology  80:1451-1453, 
1981. 

2.  Korman  MG,  Hansky  J,  Merrett  AC,  etal:  D/g  D/s  Sc/ 27:71 2-71 5, 1982. 

3.  Brandstaetter  G,  Kratochvil  P:  Am  J Med  79{supp\  2C):36-38, 1985. 

4.  Marks  IN,  Wright  JR  Gilinsky  NH,  et  al:  J Clin  Gastroenterol  8:419-423, 
1986. 

5.  Lam  SK,  Hui  WM,  Lau  WY,  et  al:  Gastroenterology  92:1193-1201, 1987. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 
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KANSAS  CITY  MO  64137 
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Ulcer  therapy 

that  won’t  yfeld. 


even 


''  it- 
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What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine^  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'^  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidinel’ 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


Carafate  has  a unique,  nonsystem ic  mode  of  action 
th^  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury 
When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


All  patients 


79.4% 


Smokers 


81.6%* 


Cimetidine: 


All  patients 


76.3% 


Smokers 


62.5% 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1594H7 


‘Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


There’s  never  been  a better  time  for  her 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


I 


md  PREMARIN* 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis*  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  niinimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  wdth  an  unsurpassed  record  of 
long-term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREAAARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate- to-severe  vasomotor  symptoms. 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 

PREMARIN* 

(conjugated  estrogens  tablets) 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREAAARIN* 

(conjugated  estrogens) 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN®  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1.  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA. 

Three  independent,  case-controlled  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year.  This  risk  was  independent 
of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  of  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  of  estrogens  during  the  last  decade.  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4.5  to  13.9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  thes&findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  for  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;’ it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses. 

2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  of  developing,  in  later  life,  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  defects.  One  case-controlled  study 
estimated  a 4.7-fold  increased  risk  of  limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  tor  threatened 
abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data 
suggest  that  the  risk  of  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion.  There  is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the 
potential  risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  from  pregnant  mares’ 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters.  Tablets  are  available  in  0.3  mg,  0.625  mg,  0.9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mg  conjugated 
estrogens  per  gram. 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  momotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female  castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae. 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be 
utilized.  Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have 
reported  a lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the 
endometrium  suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the 
endometrium  and  to  eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  of  progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS.)  The  choice  of  progesfin  and 
dosage  may  be  iniporlant;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 
CONTRAINDICATIDNS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions: 
1.  Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia.  1 Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4.  Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning). 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  of  breast  cancer  in  postmenopausal 
women.  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement.  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization.  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis.  When  doses  of 
this  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed.  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  esfrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete.  If  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b.  Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3:  increased  norepinephrine- 
induced  platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  L by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  free  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

f.  Reduced  response  to  metyrapone  test. 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration. 

As  a general  principle,  the  administration  of  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk. 

Long-term,  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  However,  in  a recent,  large  case-controlled 
study  ot  postmenopausal  women  there  was  no  increase  in  risk  of  breasf  cancer  with  use  of  conjugated  estrogens. 
ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives: breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea;  premenstrual-like 
syndrome:  amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome:  tenderness,  enlargement, 
secretion  (of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued;  erythema  multiforme;  erythema  nodosum;  hemorrhagic 
eruption;  loss  ot  scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache, 
migraine,  dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance; 
aggravation  of  porphyria:  edema;  changes  in  libido. 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN: 

PREMARIN®  Brand  of  conjugated  estrogens  tablets,  USP 

1.  Given  cyclically  lor  shorl-term  use  only.  For  treatment  ot  moderate-to-severe  vasomofor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  mg  to  1.25  mg  or  more  daily).  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2.  Given  cyclically:  Osteoporosis.  Female  castration.  Osteoporosis  — 0.625  mg  daily.  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  off).  Female  castration — 1.25  mg  daily,  cyclically.  Adjust  upward  or 
downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
effective  control. 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN®  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  tor  shorl-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Atfempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals. 

Usual  dosage  range:  2 g to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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Dr.  Robert  Hayes  of  Wall  was  presented  with  the 
G.  J.  Van  Huevelan  Award  at  this  year’s  Environ- 
mental and  Public  Health  Association  Conference 
I held  in  Aberdeen.  The  award  is  presented  annually 
to  an  individual  who  has  made  an  outstanding  cu- 
mulative contribution  to  public  health  over  a period 
I of  years.  Dr.  Hayes  has  been  active  in  South  Dakota 
I health  care  for  over  30  years.  He  has  been  actively 
I involved  with  the  University  of  South  Dakota  School 
I of  Medicine,  including  serving  as  director  of  the 
I Physician  Extender  Program  from  1975-79.  He  has 
I also  served  as  State  Health  Officer  and  Chief  of 
Professional  Services  for  South  Dakota  Department 
of  Health. 

Dr.  Hayes  has  also  been  selected  this  year,  by 
Governor  Mickelson,  to  the  South  Dakota  Hall  of 
Fame  for  his  work  in  South  Dakota  health  care.  He 
has  written  articles  dealing  with  medical  problems 
and  health  education. 

* * * * 


Dr.  Thorwald  R.  Anderson,  66,  of  Sioux  Falls, 
died  earlier  this  year.  Dr.  Anderson  was  bom 
Sept.  2,  1920  in  Gothenberg,  Nebraska.  He  grad- 
uated from  North  Platte,  Nebraska  high  school 
and  then  attended  the  University  of  Nebraska 
College  of  Medicine,  graduating  in  1945.  He  was 
a pathology  resident  at  Methodist  Hospital  in 
Omaha. 

He  served  in  the  Army  during  World  War  II 
and  was  a major  in  the  Army  Medical  Corps  in 
Korea. 

He  married  Annette  Keller  in  1944  in  Omaha. 
They  moved  to  Sioux  Falls  in  1956  where  he 
became  director  of  McKennan  Hospital  Labo- 
ratories until  his  retirement  in  1985.  He  was  co- 
founder of  Physicians  Laboratories  in  1966.  From 
1971  to  1972,  he  was  chief  of  staff  at  McKennan 
Hospital.  He  was  a diplomat  of  the  American 
Board  of  Pathology;  a diplomat  of  the  American 
Board  of  Nuclear  Medicine;  president  of  the  Sev- 
enth District  Medical  Society;  member  of  the 
South  Dakota  Medical  Association  and  the  Amer- 
ican Medical  Association;  a fellow  of  the  College 
of  American  Pathologists  and  many  more  profes- 
sional and  civic  organizations. 

Survivors  include  his  wife;  three  daughters: 
Mrs.  Steven  (Paula)  Greenfield,  New  Town, 
Conn.;  Mrs.  George  (Laura)  Lapp,  Sioux  Falls; 
and  Mrs.  John  (Nancy)  Everist,  Sioux  Falls;  five 
grandsons;  a brother,  G.  T.  Anderson,  Calimesa, 
Calif.;  and  a sister  Mrs.  Lewis  Machowski,  Bell- 
flower, Calif. 


Dr.  Loren  Petersen  of  Yankton  has  spent  22  years 
implementing  health  care  programs  for  disadvan- 
taged people  in  South  Dakota.  Now  he  is  going  to 
Washington,  D.C.  to  study,  formulate  and  hope- 
fully, improve  the  national  health  care  policies  of 
America.  He  is  one  of  six  doctors,  nationwide,  the 
first  from  South  Dakota,  chosen  to  receive  a Robert 
Wood  Johnson  Health  Policy  Fellowship.  He  will 
spend  one  year  examining  how  federal  health  pol- 
icies are  formed,  consulting  with  senators  and  rep- 
resentatives. He  will  resign  his  post  as  chairman  of 
the  Department  of  Obstetrics  and  Gynecology  at  the 
University  of  South  Dakota  Medical  School  to  ac- 
cept the  fellowship. 


Steven  E.  Schultz,  M.D.,  urologist,  has  recently 
joined  the  Brookings  Clinic  in  Brookings.  Dr. 
Schultz,  a Sioux  Falls  native,  received  his  medical 
degree  from  the  University  of  South  Dakota  School 
of  Medicine  in  1981,  graduating  cum  laude.  He 
completed  a general  surgery  residency  at  the  Uni- 
versity of  South  Dakota  affiliated  hospitals  in  Sioux 
Falls  and  Yankton  in  1983.  He  has  just  completed 
a three  year  urology  residency  this  year  at  the  But- 
terworth  Hospital  in  Grand  Rapids,  Michigan. 

Dr.  Schultz  and  his  wife,  Joan,  also  a Sioux  Falls 
native,  have  one  daughter. 

HS  * * 

The  University  of  South  Dakota  School  of  Medicine 
announced  that  Mary  Ann  Bauman,  M.D.,  As- 
sistant Professor  of  Internal  Medicine  in  Sioux  Falls, 
and  Reuben  J.  Bareis,  M.D.,  Clinical  Associate 
Professor  in  Rapid  City,  have  been  awarded  Fel- 
lowships by  the  Dakota  Plains  Geriatrics  Education 
Center  for  the  1987-88  academic  year. 

(Continued  on  next  page) 
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Harry  B.  Ditmore,  M.D.,  a Fellow  of  the  Amer- 
ican College  of  Surgeons  and  the  American  Acad- 
emy of  Pediatrics,  Surgical  Section,  has  recently 
joined  the  staff  at  the  Brookings  Clinic  in  Brook- 
ings. He  and  his  wife  Rose  moved  to  Brookings 
from  Dallas,  Oregon. 

Dr.  Ditmore  was  a National  Scholar  graduate  of 
Harvard  Medical  School  in  1953.  After  completing 
a surgical  residency  at  Massachusetts  General  Hos- 
pital in  Boston  in  1958,  he  joined  the  U.S.  Army 
Medical  Corp.  and  practiced  surgery  at  the  Fort 
Knox  Army  Hospital,  where  he  received  a Certif- 
icate of  Achievement  as  the  Hospital’s  Command- 
ing Officer.  After  his  military  service  in  1962,  he 
completed  a residency  in  pediatrics  and  thoracic 
surgery  at  Children’s  Memorial  Hospital,  Chicago, 
from  1962-1963  and  the  Municipal  TB  Center,  Chi- 
cago, from  January- June,  1964.  From  1964-1976, 
Dr.  Ditmore  practiced  general  thoracic  and  pediatric 
surgery  in  Portland,  Oregon.  From  1976-1984,  he 
again  served  with  the  military  in  Frankfort,  Ger- 
many, California,  Connecticut  and  Maine.  Since 
1984,  Dr.  Ditmore  has  been  in  private  practice  in 
general  surgery  in  Salem  and  Dallas,  Oregon. 

Dr.  Ditmore  currently  holds  several  patents  re- 
garding the  application  of  medical  diagnostic  pattern 
fitting  information. 


Courtney  Anderson,  M.D.,  Brigadier  General, 
U.S.  Air  Force,  Sioux  Falls,  was  awarded  mem- 
bership in  the  American  College  of  Physician  Ex- 
ecutives during  its  1987  National  Conference  on 
Health  Care  Leadership  and  Management  in  To- 
ronto, Canada.  Dr.  Anderson  is  now  among  a select 
group  of  physicians  throughout  the  country  who 
have  been  recognized  and  honored  for  achieving 
excellence  in  the  clinical  practice  of  medicine  as 
well  as  demonstrating  advanced  management  and 
leadership  ability. 

* * * * 

Dr.  Robert  Suga,  Watertown,  has  completed  and 
passed  the  orthopaedic  certification  board  exams 
given  by  the  American  Board  of  Orthopaedic  Sur- 
gery. 

* * * * 

Dr.  Frederick  L.  Harris,  M.D.,  F.A.C.S.,  a gen- 
eral and  vascular  surgeon  in  Sioux  Falls,  was  re- 
cently initiated  into  Fellowship  of  the  American 
College  of  Surgeons  after  meeting  the  membership 
requirements  of  the  College. 

* * Hs  * 


* * * 

A University  of  South  Dakota  School  of  Medicine 
Professor  was  invited  to  the  Soviet  Union  to  speak 
about  critical  care  medicine  in  the  United  States. 
Michael  B.  Heisler,  M.D.,  assistant  professor  of 
Internal  Medicine,  was  one  of  six  American  phy- 
sicians invited  to  lecture  at  the  request  of  the  Soviet 
Ministry  of  Health  and  the  International  Physicians 
for  the  Prevention  of  Nuclear  War.  Dr.  Heisler  was 
the  only  critical  care  specialist  to  speak. 

* * * * 

Dr.  Steven  Neu  of  Huron  has  been  notified  that  he 
is  now  certified  by  the  American  Board  of  Internal 
Medicine  as  a nephrologist. 

* * * Hs 

Bruce  C.  Hubert,  M.D.,  a general  and  vascular 
surgeon  in  Sioux  Falls,  has  been  certified  by  the 
American  Board  of  Surgery. 

* * * * 

Robert  R.  Rietz,  M.D.,  Ph.D.,  Brookings,  has 
been  elected  a Fellow  of  the  American  College  of 
Surgeons. 


Dr.  Stephen  Head  has  moved  to  Mobridge  from 
Joplin,  Missouri  to  open  a private  radiology  prac- 
tice. He  is  a 1971  graduate  of  Kansas  City  College 
of  Osteopathic  Medicine.  He  completed  an  intern- 
ship in  1972  and  an  obstetrics  and  gynecology  res- 
idency in  1976  at  the  Pontiac  Osteopathic  Hospital 
in  Pontiac,  Mich.  He  had  an  OB/Gyn  practice  for 
seven  years  in  Lapeer,  Mich.  Dr.  Head  then  moved 
to  Columbus,  Ohio  for  a three  year  residency  in 
radiology  at  Doctor’s  Hospital  from  1983-1986.  He 
then  established  his  radiology  practice  in  Joplin.  Dr. 
Head’s  wife’s  name  is  Carol. 

(Continued  on  next  page) 
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DON  DAVIS 336-7915 

JOHN  KNUDTSON  334-4856  OOC  ^ 
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Richard  C.  Sample,  M.D.  of  the  Interlakes  Med- 
ical Clinic  in  Madison  is  the  recipient  of  this  year’s 
,C.  B.  Alford  Award.  He  received  the  award  in  rec- 
I ognition  of  his  service  in  medical  education,  private 
? practice  and  public  service  in  the  promotion  of  pub- 
lic health. 

He  is  currently  clinical  Assistant  Professor  at  the 
! University  of  South  Dakota  School  of  Medicine  De- 
partment of  Family  Medicine  and  is  a Fellow  of  the 
American  Academy  of  Family  Practice;  he  is  ac- 
C tively  involved  with  the  Madison  Hospital,  serving 
as  the  Chief  of  Staff;  Deputy  Director  of  Respiratory 
Therapy;  and  chairman  of  a number  of  hospital  com- 
mittees.  Dr.  Sample  is  the  Health  Officer  for  both 
I Lake  and  Miner  Counties  and  also  the  city  of  Mad- 
I ison.  He  is  preceptor  of  PAs  at  the  Interlake  Medical 
Center  and  Howard  Clinic;  Medical  Director  of  the 
1 Good  Samaritan  Home  in  Howard;  Head  Start  Med- 
ical Advisor;  and  a member  of  the  Lake  County 
Community  Health  Advisory  Board. 

I ^ ^ 

! Dr.  George  Mangulis  was  honored  by  the  Masons 
I with  their  special  award  in  appreciation  for  com- 
munity service  for  non-Masons.  The  award  was  pre- 
sented at  the  annual  dinner  for  the  widows  of  Ma- 
I sons.  Dr.  Mangulis  is  a family  practice  physician 
in  Philip. 

The  more 
you  make 
the  more 
youneed 
Prra  Banking; 

Find  out  what  Private  Banking  could  mean  to  you. 

In  convenience  and  in  dollars  and  cents. 

Call  Norwest  Private  Banking  today. 

Aberdeen  605-225-2220 

Rapid  City  605-394-3926  • Sioux  Falls  605-339-6314 

\^Kiow'IheW^  l\feAre  Norwest. 

.Iw  NORWEST  BANKS 
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Dr.  James  R.  Horning,  Sioux  Falls,  was  recently 
elected  as  a Fellow  in  the  American  College  of 
Physicians  at  the  ACP’s  annual  session  in  New  Or- 
leans. 

* * * * 

Thomas  L.  Luzier,  M.D.,  a Fellow  of  the  Amer- 
ican Academies  of  Allergy  and  Inununology  and 
Pediatrics,  has  located  his  medical  practice  in  Ab- 
erdeen. He  received  his  medical  degree  from  the 
University  of  Kansas  Medical  School  in  1973.  He 
completed  an  internship  in  1975  and  a pediatrics 
residency  in  1977  at  the  Fitzsimmons  Army  Medical 
Center,  Denver,  Colo.  He  spent  10  years  in  the 
military  serving  as  chief  of  a pediatric  service  and 
a medical  department;  and  spent  one  year  as  a hos- 
pital chief  of  staff. 

Dr.  Luzier  spent  two  years  pursuing  management 
of  childhood  asthma  and  allergy  at  Children’s  Mercy 
Hospital  in  Kansas  City,  Missouri  and  the  manage- 
ment of  diseases  of  the  immune  system  and  adult 
allergy  at  the  University  of  Kansas  Medical  School. 
He  has  served  Aberdeen  as  a consultant  in  allergy 
for  the  past  three  years. 

Dr.  Luzier  and  his  wife  Susan  have  moved  here 
from  Kansas  City.  They  have  two  children,  Jonah 
and  Morgan. 

H«  * * * 

Dr.  H.  Phil  Gross  of  Sioux  Falls  has  been  elected 
president  of  the  National  Association  of  Bone  and 
Joint  Surgeons.  He  is  recognized  for  his  work  in 
total  joint  replacement.  Dr.  Gross  has  practiced  clin- 
ical orthopedics  in  Sioux  Falls  since  1963.  He  is 
medical  director  of  the  Crippled  Children’s  Hospital 
and  School  and  is  on  the  faculty  of  the  University 
of  South  Dakota  School  of  Medicine. 

* Hs  * * 

At  the  annual  meeting  of  the  South  Dakota  Chapter 
of  the  American  Academy  of  Pediatrics,  Dr.  Carole 
Buchholz  was  elected  secretary-treasurer.  Dr. 
Buchholz  began  her  pediatric  practice  in  Huron  in 
August  1986. 

H<  * * * 

Gregory  D.  Hewitt,  M.D.,  family  practice  phy- 
sician, begins  practice  in  Gettysburg.  Dr.  Hewitt, 
a native  of  Fredricksburg,  Iowa,  received  his  med- 
ical degree  from  Creighton  University  in  Omaha. 
He  completed  an  internship  at  Creighton  Affiliated 
hospitals  in  Omaha  in  1976;  and  completed  a two 
year  residency  in  Portland,  Maine  in  1978.  Also  in 

(Continued  on  next  page) 
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1978,  Dr.  Hewitt  received  board  certification  from 
the  American  Academy  of  Family  Practice.  He  then 
went  into  private  practice  in  Dexter,  Maine  until 
1981.  While  there,  he  became  involved  in  sports 
medicine  with  the  Main  Mariners  hockey  team.  In 
1981,  he  moved  to  Champaign,  111.  where  he  was 
in  clinical  practice.  He  was  also  involved  in  sports 
medicine  there,  with  the  University  of  Illinois  and 
the  high  schools’  football  and  basketball  teams.  In 
1984,  he  moved  to  Carlisle,  Iowa  to  practice  and 
for  the  past  two  years  he  has  been  in  family  practice 
in  LaPorte,  Ind. 

Dr.  Hewitt  and  his  wife  Susan  have  three  chil- 
dren. They  are  Rachael,  Andrew  and  Sarah. 

* * 4: 

Dr.  Tom  Dean  of  Wessington  Springs  has  been  re- 
elected to  the  National  Rural  Health  Board  of  Di- 
rectors as  a representative  for  Region  VIII  at  then- 
conference  held  in  Nashville,  Indiana  earlier  this 
year. 

* * Hs  * 

Dr.  W.  E.  “Bill”  Jones  was  given  a community 
reception  by  the  people  of  Sturgis  as  a “thank  you” 
for  all  he  has  done  for  their  families  and  the  com- 
munity. 

Hs  * * * 

Completing  continuing  education  requirements  to 
retain  active  membership  in  the  American  Academy 
of  Family  Physicians  are  Drs.  A.  J.  Tieszen  of 
Pierre;  Susan  M.  Ostrowski  of  Eureka;  Harvey  J. 
Hart  of  Aberdeen;  and  A1  Wessel  of  Rapid  City. 

* * * 

Wendell  Hoffman,  M.D.,  Sioux  Falls,  has  passed 
his  board  exams  and  is  now  a diplomate  in  the 
subspecialty  of  infectious  disease  of  the  American 
Board  of  Internal  Medicine. 

* * 4:  * 

The  35th  annual  South  Dakota  Public  Health  As- 
sociation Conference  took  place  recently  in  Aber- 
deen. Among  the  officers  elected  were  Dr.  Carl 
Johnson  of  Pierre,  president;  and  Dr.  Tom  Welty 
of  Rapid  City,  APHA  representative.  ■ 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

55th  ANNUAL 
POSTGRADUATE  ASSEMBLY 

OCTOBER  26,  27  and  28,  1987 

RED  LION  INN 
OMAHA,  NEBRASKA 


FOR  INFORMATION  CONTACT 
Lorraine  Seibel 

Omaha  Mid-West  Ciinicai  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 


FAMILY  PHYSICIAN 
NEEDED 

Immediate  need  for  BC/EB  Family  Physi- 
cian to  join  2 established  Family  Physicians 
in  private  practice  in  N.W.  Iowa  community 
of  5,000.  Modern  clinic  across  the  street  from 
JCAH  hospital. 

Excellent  salary  and  fringe  benefits  with  part- 
nership opportunity.  Locum  tenens  oppor- 
tunity available  also. 

Contact: 

Sheldon  Family  Practice  Associates 
206  N.  7th  Ave. 

Sheldon,  lA  51201  ^ 

or  call  collect:  (712)  324-2511 
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Letters  To  The  Editor 

As  I finished  reading  the  July  S.D.  JOURNAL 
OF  MEDICINE,  I could  not  help  but  reflect  on  the 
fact  that  my  husband  and  I have  now  been  S.D. 
physicians  for  one  complete  year.  In  July  of  1986, 
Curt  and  I returned  to  Huron,  S.D.,  where  Curt 
would  practice  pathology  and  I would  practice  pe- 
diatrics. 

I will  admit  that  after  spending  all  26  years  of 
my  life  in  S.D. , saying  goodbye  to  S.D.  after  grad- 
uating from  medical  school  was  not  at  all  difficult. 
And  at  that  time,  I was  making  no  commitments  to 
return.  But  over  the  next  seven  years  I gradually 
began  to  appreciate  my  home  state.  I realized  the 
excellence  of  my  education,  and  appreciated  all  the 
individual  attention  I received  as  a junior  and  senior 
medical  student  at  Yankton  Sacred  Heart  Hospital. 
After  traveling  to  Florida,  Alaska,  and  all  sorts  of 
places  in  between,  both  my  husband  and  I looked 
forward  to  a less  hectic  lifestyle  with  more  time  for 
the  kids,  and  being  able  to  practice  medicine  where 
it  still  seemed  to  mean  something  to  your  patients. 

So  after  many  sleepless  nights,  we  turned  down 
academic  medicine  for  Curt  in  Seattle  (goodbye 
prestige),  a very  lucrative  practice  for  us  both  in 
Kentucky  (goodbye  money)  and  moved  to  Huron, 


S.D.  Our  friends  were  distressed  — would  there  be 
gourmet  food,  nice  restaurants,  a social  existence, 
educated  people,  good  schools,  quality  medical  care? 
Well,  this  Christmas  we  intend  to  write  them  all 
and  tell  them  “Yes,  there  is  all  of  the  above  plus 
many  other  benefits.”  Curt  and  I love  it  here.  We 
spend  about  5 minutes  a day  commuting  to  work, 
people  are  very  special  and  so  appreciative  for  their 
care,  my  daughter  alternates  days  at  the  swimming 
pool,  baseball  diamond,  and  ballet  school.  I would 
appreciate  it  if  God  would  delete  some  of  these  98 
degree  summer  days.  I do  confess  I still  have  dif- 
ficulty at  large  medical  meetings  when  asked  where 
I practice.  Somehow,  I feel  like  a teenager  again 
when  I used  to  say  I was  from  S.D.  and  then  quickly 
apologize  before  they  had  time  to  ask  why  would 
anyone  want  to  live  there.  But  that’s  okay,  with  the 
large  surplus  of  doctors  predicted,  maybe  we  can 
still  keep  South  Dakota  a hidden  secret  — because 
our  family  plans  on  hanging  around. 

So  thank  you.  South  Dakota,  for  a strong  foun- 
dation in  medicine,  for  caring  physicians,  and  for 
a nice  state  to  grow  up  in  and  raise  a family. 

Sincerely, 
Carole  Buchholz,  M.D. 


MIDWESTERN 
HEART  LUNG 
INSTITUTE 


Please  mark  your  calendars 
for  the  5th  Annual  Clinical  Review  for  Physicians 


ISCHEMIA  OF  THE  LOWER  EXTREMITIES: 
RECOGNITION  AND  TREATMENT 

Recognition  of  Ischemic  Disease  of  the  Lower  Extermities,  Invasive  and 
Non-In vasive  Evaluation  and  Results  of  Treatment 


CME  ACCREDITATION  APPLIED  FOR 


Guest  Luncheon  Speaker  — Jim  Klohuchar,  M.pls,  Star  & Tribune 


SATURDAY,  OCTOBER  3 1 

Hyatt  Regency  Hotel  • Nicollet  Mall,  Minneapolis 

Sponsored  by  the  Midwestern  Heart  Lung  Institute,  Doctors  Gannon,  Lindberg,  Satterfield,  and  Anderson 


Spouses  Program;  "Life  Extension  and  Enhancement” 

Topics  to  be  covered  include  Health  Maintenance  and  Its  Relationship  to  Longevity, 
AIDS,  Alzheimer’s  Disease,  Cosmetic  Reconstructive  Surgery,  Life  Long 
Education,  Estate  Planning  and  Retirement  Alternatives 

For  more  information  contact  Wendy  Wolf  at  (612)  871-4771 

2545  Chicago  Ave.,  South,  Suite  611,  Minneapolis,  MN  55404 
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No  two  are  e^ctly  alike. 


Because  body  chemistry 
differs  from  person  to 
person,  we  often  need 
a choice  of  drugs  to 
treat  the  same  illness. 


You’ve  heard  it  said  that  no  two 
snowflakes  are  exactly  alike. 

The  variety  is  endless.  Much 
the  same  is  true  of  the  human 
body. 

Take  the  case  of  two  patients 
suffering  from  hypertension. 
Both  under  the  care  of  the  same 
physician,  who  prescribes  the 
same  medication  for  each.  One 
patient  responds  to  the  medi- 
cation while  the  other  reports 
unpleasant  side-effects.  Thanks 
to  the  diversity  of  drugs  avail- 
able to  treat  this  illness,  the  doc- 
tor is  able  to  prescribe  another 
medicine  that  works  without 
the  side  effects. 

To  maintain  the  high  standards 
of  quality  care,  and  because 
some  dmgs  work  better  than 


others  on  different  people,  it  is 
essential  to  have  this  diversity. 

America’s  research-based  phar- 
maceutical companies  are  com- 
mitted to  providing  a wide 
range  of  drugs  of  the  highest 
quality  to  serve  the  public, 
''^y?  Because  the  public  is 
made  up  of  different  people 
requiring  different  treatment — 
even  when  they  suffer  from  the 
same  illness. 


Pharmaceutical 

Manufacturers 

Association 

If  a New  Medicine  Can  Help, 
We ’RE  Working  On  It. 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 

READY  FOR  A CHANGE? 

We  are  looking  tor  a full-time  family  prac- 
titioner to  do  locum  tenens  work  in  South 
Dakota.  Youll  enjoy  a guaranteed  salary 
and  paid  malpractice,  health  and  life  insur- 
ance, plus  interesting,  challenging  work.  Re- 
side in  the  city  of  your  choice  and  take  time 
to  smell  the  roses. 

Inquiries  and  CV  to: 

Jo  M.  Neubauer,  M.D. 

RR  1 , Box  99A 
Yankton,  SD  57078 

Family/General 
Practice  Physician 

to  join  another  Family  Practice 
Physician  in  small  western  South 
Dakota  community.  Medical  cen- 
ter is  new.  Thirty  bed  hospital  and 
nursing  home.  Salary  and  finan- 
cial arrangements  are  negotiable, 
guaranteed  minimum. 

Contact: 

John  Knecht,  M.D. 

Martin  Medical  Center 
P.O.  Box  K 

Martin,  South  Dakota  57551 
(605)  685-6868 

FAMILY  PRACTICE 

NO  lAAMEDIATE  INVESTMENT:  Salary  guar- 
antees,  financial  and  other  incentives  of- 
fered. One  physician  practicing,  seeking  sec- 
ond, possibly  third,  physician  to  own  and 
operate  own  clinic.  Modern,  well-equipped, 
financially  sound  20-bed  hospital  with  at- 
tached clinic  and  ICF  facility.  Excellent  EMT 
rescue  unit.  Strong  market  area  with  tre- 
mendous potential.  Ambitious,  supportive 
community  proud  of  its  medical  services.  Rec- 
reation includes  golf,  tennis,  racquetball, 
fishing,  hunting,  water  skiing,  movie  theater, 
supper  club,  and  civic  organizations.  North 
Central  Accredited  public  school  system.  Fine 
family  community.  Contact: 

Mike  Shafer,  Administrator 

Fritzer  Memorial  Hospital 
P.  O.  Box  218 
Oxford,  Nebraska  68967 
Phone:  (308)  824-3271 
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Future  Meetings 


October 

Managing  Childhood  Lung  Disease,  7-135  Health  Science 
Unit  F,  U.  of  Minn.,  Minneapolis,  MN,  Oct.  9.  Contact; 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 


November 

A Primary  Care  Update,  Diplomat  Resort,  Hollywood,  FL, 
Nov.  2-5.  24  hrs.  AAFP  & AMA  Category  I credit.  Contact; 
Interstate  Posgrad.  Med.  Assoc,  of  North  Am.,  P.O.  Box 
1109,  Madison,  WI  53701.  Phone;  (608)  257-6781. 


Chemical  Exposures:  Emergency  Response  and  Manage- 
ment, St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Oct.  9. 
Fee;  $75.  7 hrs.  AAFP  & AMA  Category  I credit.  Contact; 
Midwest  Ctr.  for  Occupational  Hlth.  & Safety,  640  Jackson 
St.,  St.  Paul,  MN  55101.  Phone;  (612)  221-3992. 


11th  National  Conference  on  Correctional  Health  Care,  Pal- 
mer House,  Chicago,  IL,  Nov.  5-7.  Fee;  $175.  Contact;  Jodie 
Manes,  Nat’l.  Commission  on  Correctional  Hlth.  Care,  2000 
N.  Racine,  #3500,  Chicago,  IL  60614.  Phone;  (312)  528- 
0818. 
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Cancer  Care:  Information  Through  Application,  Westin 
Galleria  Hotel,  Houston,  TX,  Oct.  11-14.  Contact;  Off.  of 
Conf.  Services,  U.  of  Tex.,  M.  D.  Anderson  Hosp.  & Tumor 
Instit.,  1515  Holcome  Blvd.,  Houston,  TX  77030.  Phone; 
(713)  792-2222. 


Chemical  Exposures:  Emergency  Response  and  Manage- [ 
ment,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Nov.  6,  ‘ 
Fee;  $75.  7 hrs  AAFP  & AMA  Category  I credit.  Contact;  | 
Midwest  Ctr.  for  Occupational  Hlth.  & Safety,  640  Jackson  t 
St.,  St.  Paul,  MN  55101.  Phone;  (612)  221-3992.  ' 


Workshop  on  Fine  Needle  Aspiration  Cytology,  Bell  Instit., 
U.  of  Minn.,  Minneapolis,  MN,  Oct.  12-16.  Fee;  $1,000. 
Contact;  CME,  U.  of  Minn. , Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 

Joint  Annual  Meetings  of  the  American  Academy  of  Phys- 
ical Medicine  and  Rehabilitation  and  the  American  Con- 
gress of  Rehabilitation  Medicine,  Marriott  World  Resort, 
Orlando,  FL,  Oct.  18-23.  Contact;  Connie  Van  Brunt 
McMillan,  Am.  Acad,  of  Physical  Med.  & Rehab.,  122  S. 
Michigan  Ave.,  #1300,  Chicago,  IL  60603-6107.  Phone; 
(312)  922-9366. 


Third  National  Behavioral  Pediatrics  Conference,  Radisson 
Univ.  Hotel,  Minneapolis,  MN,  Oct.  22-24.  Fee;  $250.  19.5 
hrs.  AAFP  & AMA  Category  I credit.  Contact;  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone;  (612)  626-5525. 


55th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Oct.  26-28.  Contact;  Omaha  Mid- West  Clinical  Society, 
7363  Pacific  St.,  #205B,  Omaha,  NE  68114. 


53rd  Annual  Scientific  Assembly  of  the  American  College 
of  Chest  Physicians,  Atlanta  Hilton,  Atlanta,  GA,  Oct.  26- 
30.  Contact;  Div.  of  Education,  Am.  College  of  Chest  Phys. , 
911  Busse  Hwy.,  Park  Ridge,  IL  60068-2375.  Phone;  (312) 
698-2200. 


38th  Annual  Workshops  and  Scientific  Program  of  the  So- 
ciety for  Clinical  and  Experimental  Hypnosis,  Ambas- 
sador Garden  Hotel,  Los  Angeles,  CA,  Oct.  26-31.  46  hrs. 
AMA  Category  I credit.  Contact;  Marion  Kenn,  Admin.  Dr. , 
SCEH,  128 A Kings  Park  Dr.,  Liverpool,  NY  13090.  Phone; 
(315)  652-7299. 


Noninvasive  Vascular  Diagnosis  by  Doppler  Ultrasound, 

Houston,  TX,  Oct.  27-31.  30  hrs.  AMA  Category  I credit. 
Contact;  Lisa  Krehbiel,  Instit.  for  Med.  Studies,  30131  Town 
Ctr.  Dr.,  #215,  Laguna  Niguel,  CA  92677.  Phone;  (714) 
495-4499. 


E.  T.  Bell  Pathology  Symposium:  Application  of  Diagnostic  i 
Histochemistry  to  Surgical  Pathology,  Holiday  Inn  Crowne  i 
Plaza,  Minneapolis,  MN,  Nov.  6.  Contact;  CME,  U.  of 
Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Minneap- 
olis, MN  55455.  Phone;  (612)  626-5525. 

Nutrition  in  the  80’s,  Earle  Brown  Ctr.,  U.  of  Minn.,  St.  [ 
Paul,  MN,  Nov.  6-7.  Contact;  CME,  U.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone;  (612)  626-5525.  4 

i ' 

The  National  Institute  on  Health  Care  Leadership  and  Man-  tj 
agement,  Westin  LaPaloma,  Tucson,  AZ,  Nov.  17-20.  14- 
28  CME  credit  (2  & 4 day  courses).  Contact;  Sherry  Mason, 
Am.  Academy  of  Med.  Directors,  4830  W.  Kennedy  Blvd., 
#648,  Tampa,  FL  33609-2517.  Phone;  (813)  873-2000. 

4th  Annual  Doppler  and  2-D  Echocardiography,  San  Fran- 
cisco,  Nov.  30-Dec.  6.  40  hrs.  AMA  Category  I credit,  f 
Contact;  Lisa  Krehbiel,  30131  Town  Ctr.  Dr.,  #215,  Laguna 
Niguel,  CA  92677.  Phone;  (714)  495-4499.  [ 


December 

Cardiology  Update,  Hotel-Inter-Continental,  Houston,  TX, 
Dec.  1-3.  12  hrs.  AMA  Category  I credit.  Contact;  Lisa 
Krehbiel,  30131  Town  Ctr.  Dr.,  #215,  Laguna  Niguel,  CA 
92677.  Phone;  (714)  495-4499. 


Contemporary  Concepts  in  Facial  Surgery,  Waldorf  Astoria  ' 
Hotel,  New  York,  NY,  Dec.  4-5.  Fee;  $675.  11  hrs.  AMA 
Category  I credit.  Contact;  Francine  Lienhardt,  Course  Cood., 
Manhattan  Eye,  Ear  & Throat  Hosp.,  210  E.  64th  St.,  New 
York,  NY  10021.  Phone;  (212)  838-9200,  ext.  2776. 

Workshop  in  Reconstructive  Surgery  of  the  Hand,  New 

York,  NY,  Dec.  4-6.  17  hrs.  AMA  Category  I credit.  Con- 
tact; Terri  Harrington,  Am.  Soc.  for  Surg.  of  the  Hand,  3025 
S.  Parker  Rd.,  #65,  Aurora,  CO^0014.  Phone;  (303)  755- 
4588.  ■ 


Annual  Internal  Medicine  Review,  Mayo  Mem.  Aud.,  U.  of 
Minn.,  Minneapolis,  MN,  Oct.  28-30.  Fee;  $210.  Contact; 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone;  (612)  626-5525. 
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live  your  angma  patients 
that  they're  missing... 
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diltiazem  HCI/Morion 


AnHanginal  artion  indudes  dilatation  of 
roronaryarteries^a  detrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina' 

CompaHble  with  other  antianginals^  ^' 

A safe  choice  for  angina  patients  nrith  coedsting 
hypertension^asthma,  COPD,  or  PVD*^ 

*See  Warnings  and  Precautions. 


Please  see  brief  summary  of  prescribing  informafion  on  fhe  next  page. 


CARPITFU/f  f’BW  SIDE  EFFECTS 
diltiazem  HCI/Marion  IN  ANTIAHGIHAL  THERAFY 


60  mg  tid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM® 

(dilflazem  HCI) 

30  mg,  60  mg,  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  coniraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  parents  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 . Canliac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  ^ients  with 
sick  sinus  syndrome.  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  In  additive 
effects  on  cardiac  conduction.  A pakent  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOl  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy.  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  >As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  fxrrameters  should  be 
monitored  at  regular  intervals.  The  dmg  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  dmg  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  he^ic  changes;  however,  these 
changes  were  reversible  with  continued  dosing. 

Dng  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS. ) 

Qontrolled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  impairment  of 
Fertitity.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
^sts.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women;  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  Is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTiONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2.4%), 
headache  (2. 1 %),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  I %): 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOl  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  ep  istaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  (^RDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  9/86 

See  complete  Professional  Use  Information  before 
prescribing. 


References:  1.  Pepine  CJ,  Feldman  RL,  HiHJA,  etal: 
Clinical  outcome  after  treatment  of  rest  angina  with 
calcium  blockers:  Comparative  experience  during  the 
initial  year  of  therapy  with  diltiazem,  nifedipine,  and 
verapamil.  Am  Heart  J 1983,  1 06(6):  1 341 -1 347. 

2.  Shapiro  W:  Calcium  channel  blockers:  Actions  on  the 
heart  and  uses  in  ischemic  heart  disease.  Consultant 
l984;24(Dec):l50-l59.  3.  Johnston DL,  LesowayR, 
Humen  DP,  etal:  Clinical  and  hemodynamic  evaluation  of 
propranolol  in  combination  with  verapamil,  nifedipine 
and  diltiazem  in  exertional  angina  pectoris:  A placebo- 
controlled,  double-blind,  randomized,  crossover  study. 

Am  J Cardiol  1985,55:680-687.  4.  Cohn  PF,  Braunwald 
E:  Chronic  ischemic  heart  disease,  in  Braunwald  E (ed): 
Heart  Disease:  A Textbook  of  Cardiovascular  Medicine, 
ed  2.  Philadelphia,  WB  Saunders  Ck),  1984,  chap  39. 

5.  SchroederJS:  Calcium  and  beta  blockers  in  ischemic 
heart  disease:  When  to  use  which.  Mod  Med 
l982;50(Sept):94-ll6. 
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ublished  Monthly  by  the  S.D.  State  Medical  Assn. 

Volume  40  October  1987  Number  10 

Put  an  end 
to  those  monthly 
hookkeeping  chores. 


Record-Keeping  Checking  Account 

For  Business,  Professionals  & Farm  Operators 


How  it  works 

The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 
TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 


What  it  costs  ...  You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  exp>ensive.  If  so,  you’ll  be 
pleasantly  surprised. 


Valley 

Banks 


Valley  Banks 
of  South  Dakota 

SIOUX  FALLS  • HARRISBURG  • LENNOX  • TEA 
ELK  POINT  • JEFFERSON  • NORTH  SIOUX  CITY 


lb  show  you  how  mcUiy 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  tried... 


I 


1 60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  rccilly. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliemt  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 

H ONCE-DAILY  m H 

INDERAL  LA 

IFfWRANaa  HCIl 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

'After  a 30-day  trial  with  INDERAL  LA.  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg,  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80,  120.  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic,  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  m.anagement  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure.  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
h©3ft  muscl© 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS,  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors, 
MAJOR  SURGERY-  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCl),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  severe  hypotension. 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected.  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  ge/ greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol, 

Phenytoin.  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs, 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol, 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol, 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCl)  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia:  congestive  heart  failure:  intensification  of  AV  block;  hypoten- 
sion: paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the 
Raynaud  type. 

Central  Nervous  System:  Light-headedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia:  visual 
disturbances:  hallucinations;  vivid  dreams:  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy, and  vivid 
dreams  appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL.  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued.  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W66ks 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function.  INDERAL  (propranolol  HCl)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should 
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Elder  Abuse  in  South  Dakota: 


Part  1:  The  Who,  How  and  Why  of  Abuse 

! A review  of  literature  concerning  elder  abuse  is  presented  along  with  various  theories 
I as  to  why  elder  abuse  occurs. 

Douglas  J.  Soule,  Ph.D.* 

Jeanne  M.  Bennet,  B.S.f 


ABSTRACT 

This  is  the  first  article  of  a two  part  series 
addressing  the  problem  of  domestic  abuse  of  the 
elderly.  Since  only  five  percent  of  the  nation’s 
elderly  live  in  nursing  homes  or  other  institu- 
tionalized settings,  the  primary  focus  of  these 
articles  will  be  on  elderly  people  living  at  home. 

In  this  first  article,  various  aspects  of  the  do- 
mestic abuse  problem  will  be  examined.  How 
prevalent  is  the  problem  — both  in  the  nation 
and  in  South  Dakota?  Who  typically  gets  abused 
and  why?  What  are  some  of  the  prevailing  the- 
ories about  elder  abuse?  How  are  the  elderly 

Domestic  abuse  and  neglect  of  the  elderly  is 
emerging  as  a problem  of  considerable  mag- 
nitude in  the  United  States.  Domestic  abuse  of  el- 
derly people  in  the  United  States  is  occurring  at 
about  the  same  rate  that  child  abuse  occurs.  An 
estimated  one  million  elders  are  abused  or  neglected 
in  the  United  States  per  year.  * This  is  approximately 
four  percent  of  the  population  over  age  65.  Yet 
while  one  out  of  three  cases  of  child  abuse  are  re- 
ported, only  one  out  of  six  cases  of  elder  abuse  are 
reported  to  the  appropriate  authorities. ^ 

However,  many  of  the  states  are  attempting  to 
correct  this  reporting  problem  by  passing  mandatory 
abuse  reporting  statutes.  The  number  of  states  re- 
quiring health  care  professionals  to  report  suspected 
cases  of  abuse  has  increased  from  16  states  as  cf 
January  1981  to  37  as  of  January  1986.^  Four  states 
have  voluntary  reporting  laws  and  nine  states,  in- 
cluding South  Dakota,  do  not  have  mandatory  re- 
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being  abused? 

In  the  second  article,  identification  and  inter- 
vention strategies  will  come  into  focus.  What 
groups  are  at  high  risk  for  being  abused?  How 
can  one  spot  an  abusive  situation  when  both  the 
abused  and  the  abuser  deny  the  problem?  What 
are  the  alternatives  available  if  intervention  is 
deemed  necessary  for  the  physical  or  emotional 
health  and  well-being  of  the  elderly  person  or  his 
or  her  family?  What  are  some  of  the  legal  aspects 
of  elder  abuse? 


porting  statutes."^ 

The  number  of  people  that  are  65  and  over  has 
been  steadily  increasing.  In  1960,  the  over  65  age 
group  was  9%  of  the  nation’s  population;  it  grew 
to  11%  by  1980.  South  Dakota  has  an  even  greater 
percentage  of  people  over  65  years  of  age.  This 
segment  of  our  state’s  population  was  1 1%  in  1960, 
13%  in  1980,  and  estimates  indicate  that  by  1990, 
14%  of  South  Dakotans  will  be  age  65  or  over.  The 
figures  for  South  Dakotans  85  and  over  are  even 
more  dramatic.  Of  the  65  and  over  age  group  in 
South  Dakota,  in  1960  6%  were  85  and  over,  in 
1980  11%  were  85  and  over,  and  in  2000  an  esti- 
mated 17%  will  be  85  and  over.  It  is  also  interesting 
to  note  the  changes  in  the  male-female  ratio  for  the 
85  and  over  age  group.  In  1960  the  ratio  was  45% 
male  to  55%  female;  in  1980  the  ratio  was  33% 
male  to  67%  female;  and  by  2000  the  ratio  is  ex- 
pected to  be  26%  male  to  74%  female.  These  pop- 
ulation figures  become  significant  when  one  looks 
at  the  typical  profile  of  an  elderly  abuse  victim.^ 

The  typical  abuse  victim  is  an  increasingly  de- 
pendent, Caucasian  female  (70  or  older)  with  mod- 
erate to  severe  physical  or  mental  impairment.  The 
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typical  abuser  is  a relative  (spouse,  son  or  daughter) 
living  with  the  elderly  victim.®  The  situation  leading 
to  abuse  is  often  a vicious  cycle  that  is  difficult  to 
interrupt.  Increased  dependency  of  the  victim  leads 
to  increased  responsibility  and  stress  on  the  care- 
giver, which  increases  the  potential  for  an  abusive 
situation  to  develop. 

— only  one  out  of  six  cases  of  elder  abuse  are 
reported  to  the  appropriate  authorities. 


Oftentimes  the  elderly  victim  of  abuse  or  neglect 
will  refuse  to  admit  to  being  abused  by  other  family 
members,  especially  if  the  abuser  is  the  son  or 
daughter.  Ms.  Geraldine  Ferraro,  speaking  before 
the  House  of  Representatives  Select  Committee  on 
Aging,  explains  the  reluctance  of  elders  to  report 
family  abuse,  “Elderly  crime  victims  are  ashamed 
and  afraid,  ashamed  of  the  vulnerability  and  iso- 
lation which  makes  them  easy  prey  and  afraid  that 
their  abusers  will  retaliate.  The  problem  is  complex 
enough  when  the  perpetrator  of  the  violence  is  an 
unknown  and  unrelated  defendant.  But,  the  prob- 
lems posed  by  that  situation  become  almost  unsur- 
mountable  when  the  crime  is  one  involving  domes- 
tic violence.  Parents  never  cease  being  parents.  They 
continue  to  protect  their  children  and  shield  them 
from  the  outside  world.  ’ Because  of  this  reluctance 
to  admit  abuse,  identification  is  sometimes  very  dif- 
ficult. Knowledge  of  the  etiology  of  abuse  may  help 
us  spot  subtle  indications  of  abuse  in  its  early  stages. 

There  are  four  theories  regarding  elder  abuse 
which  occur  frequently  in  the  literature:  1)  the  phys- 
ically-dependent  elder,  2)  the  stressed-caretaker,  3) 
the  violent  family,  and  4)  the  pathological  abuser. 
A brief  examination  of  each  of  these  theories  may 
give  some  insight  into  the  complexity  of  the  problem 
of  elder  abuse.* 

In  the  first  of  these  theories,  the  physically-de- 
pendent  elder,  the  inability  of  the  elderly  person  to 
perform  various  routine  tasks  for  daily  living  leads 
to  increasing  dependency  and  vulnerability.  How- 
ever, dependency  in  itself  is  usually  not  enough  of 
a stimulus  to  initiate  the  cycle  of  abuse.  Many  el- 
derly people  who  are  highly-dependent  are  not 
abused.  Dr.  Terrence  O’Malley  and  associates  sug- 
gest that  problems  develop  when  the  caregiver  re- 
sponds inappropriately  to  the  increasing  demands 
placed  on  him  or  her.  According  to  O’Malley,  “im- 
paired learning  of  appropriate  socialization  by  the 
abuser’’  may  lead  to  “impaired  response  to  crises 
(such  as  the  dependency  of  a parent)’’  which,  in 
turn,  translates  dependency  into  abuse  and  neglect.^ 
A study  by  Tom  Hickey  and  Richard  Douglass, 
involving  10  professional  groups  with  exposure  to 
abused  elders,  found  that  the  most  frequently  cited 


cause  of  domestic  abuse  of  the  elderly  was  the  care- 
taker’s inability  to  deal  with  the  dependency  of  the 
older  person. In  a study  of  404  elderly  patients 
seen  in  one  year  at  the  Chronic  Illness  Center  in 
Cleveland,  Ohio,  Elizabeth  Lau  and  Jordan  Kosberg 
found  that  9.6%  were  abused.  Of  this  group  of 
abused  patients,  75%  had  major  physical  or  mental 
impairments.  They  found  that  51%  could  not  walk 
without  assistance  or  a walker  or  wheelchair;  41% 
were  partially  or  totally  confused  or  senile;  and  18% 
had  problems  with  incontinence.^* 

The  stressed-caretaker  theory  is  also  very  com- 
monly cited  in  the  literature  as  being  a trigger  for 
initiating  the  cycle  of  abuse.  According  to  a study 
on  elder  abuse  in  Massachusetts  by  Helen  O’Malley 
and  associates,  significant  stress  on  the  caregiver 
was  present  in  74%  of  the  abuse  citings.  In  this 
study,  multiple  stresses  on  the  caregivers  were  listed 
and  in  63%  of  the  surveys  that  cited  abuse,  the 
elderly  person  was  listed  as  a source  of  stress  to  the 
abuser. *2  Demands  for  care,  financial  support,  and 
unrelenting  responsibility  are  all  expected  ways  that 
the  elder  can  become  a source  of  stress  for  the  care- 
giver. In  addition  to  these  normally  expected  stresses, 
the  elder  may  have  behavioral  problems  such  as 
alcohol  or  drug  use,  violent  verbal  behavior,  dis- 
robing, wandering,  or  falling  frequently  which  may 
contribute  significantly  to  the  stresses  on  the  care- 
giver.*^ 

This  segment  of  our  state’s  population  was  11 
percent  in  1960, 13  percent  in  1980  and  estimates 
indicate  that  by  1990,  14  percent  of  South  Dak- 
otans will  be  age  65  or  over. 


The  Hickey  and  Douglass  study  also  points  out 
that  society  is  generally  rejecting  nursing  home  care 
and  opting  instead  to  care  for  the  elderly  in  the 
family  home.  They  write,  “If  we  consider  serious 
neglect  or  abuse  to  be  most  likely  to  occur  in  do- 
mestic settings  in  which  the  family  caretakers  are 
ill-equipped  to  care  for  highly  dependent  adults,  and 
if  the  caretakers  hold  the  belief  that  any  domestic 
care  is  better  than  any  institutional  alternative,  then 
it  follows  that  greater  numbers  of  frail  elderly  will 
be  at  risk  of  mistreatment.  This  is  especially  true 
in  the  context  of  population  projections  suggesting 
that  even  larger  numbers  of  people  are  likely  to 
reach  old  age  in  the  future. ’’*"* 

Society  seems  to  expect  grown  children  to  care 
for  their  elderly  parents.  However,  families  today 
are  smaller  and  more  scattered  geographically  than 
ever  before.  The  net  result  of  this  is  that  more  of 
the  burden  and  stress  of  caring  for  an  elderly  parent 
falls  on  the  available  individual  rather  than  spread- 
ing the  responsibility  out  among  the  entire  family 
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group.  An  elder  being  cared  for  by  the  family  may 
also  be  less  likely  to  receive  help  from  community 
services  that  go  to  isolated  elderly  individuals.^^ 
Margaret  O’Rourke  reports  that  caregivers  spend  an 
average  of  24  hours  per  week  caring  for  the  physical 
and  psychological  needs  of  a frail  elderly  person. 

The  caregiver  may  have  a multitude  of  stresses 
to  deal  with,  in  addition  to  the  stress  of  caring  for 
the  elder.  Lau  and  Kosberg  cite  some  additional 
stresses;  limited  financial  resources,  the  advancing 
age  or  senility  of  the  caregiver,  lack  of  skill  or 
appropriate  personality  traits  of  the  caregiver,  and 
other  responsibilities  such  as  a job  or  children. 

^‘one  in  four-hundred  children  who  are  reared 
nonviolently  attack  their  parents  later  on,  com- 
pared to  one  out  of  two  children  who  are  mis- 
treated violently  by  their  parents.” 


American  society  has  not  been  helpful  in  allowing 
elderly  people  to  maintain  their  independence.  We 
have  a growing  elderly  population,  but  society  has 
arbitrarily  pushed  the  person  over  65  out  of  the 
workplace.  Without  the  potential  for  productivity, 
elders  tend  to  lose  their  identity  and  sense  of  self- 
worth.^^  Thus  they  lose  their  independence  and  must 
rely  increasingly  on  their  family.  Sometimes  this 
causes  a pattern  of  “learned  helplessness’’  to  de- 
velop in  the  elderly  person  with  the  net  result  being 
increased  dependency  of  the  elder  and  increased 
stress  on  the  caregiver. 

Another  theory  regarding  elder  abuse  is  that  vio- 
lence runs  in  families.  It  is  primarily  through  the 
family  that  attitudes  towards  violence  are  formed. 
Several  sources  suggest  that  violence  is  a learned 
behavior  and  that  violence  is  transmitted  across  gen- 
erations within  the  family.  Deborah  Bookin  and  Ruth 
Dunkle  write,  “Apparently,  the  dynamics  of  vio- 
lence in  families  are  similar,  whether  the  victim  is 
a child,  parent,  sibling,  or  spouse. They  go  on 
to  list  some  of  the  factors  which  contribute  to  family 
violence:  the  use  of  physical  punishment  which  es- 
tablishes a learned  association  between  love  and 
violence;  physical  force  which  is  perceived  as  mor- 
ally right  in  the  case  of  wrongdoing  by  a family 
member;  force  which  is  believed  to  be  legitimate 
and  expected;  social  antagonism  which  exists  be- 
tween the  sexes  and  between  generations;  family 
responsibilities  which  are  assigned  based  on  age  and 
sex  rather  than  competence  and  interest;  and  lack 
of  alternatives  which  hinder  escape  from  the  violent 
family. 

Persons  who  were  abused  as  children  are  much 
more  likely  to  become  abusive  in  a caregiving  sit- 
uation than  those  who  were  not  abused  as  children. 
Nan  and  Jeffrey  Giordano  cite  these  shocking  sta- 


tistics, “one  in  four  hundred  children  who  are  reared 
nonviolently  attack  their  parents  later  on,  compared 
to  one  out  of  two  children  who  are  mistreated  vi- 
olently by  their  parents.’’^*  Terence  O’Malley  and 
associates  also  agree  that  abused  children  are  much 
more  likely  to  become  abusive  to  parents.  They 
emphasize  the  importance  of  identifying  elderly 
subjects  at  high  risk  for  abuse  by  identifying  fam- 
ilies in  which  violence  is  common  and  point  out 
that  management  of  an  abused  person  can  be  very 
complex  and  difficult  in  families  where  violence  is 
a common  reaction  to  stress. 

The  last  theory  that  will  be  examined  is  the  path- 
ological abuser  theory.  In  this  situation,  the  care- 
giver is  primarily  responsible  for  the  violence  or 
neglect  in  the  family.  Caregivers  with  personal 
problems  or  handicaps  may  display  violence  against 
older  family  members.  Alcohol  and  drug  abusers 
frequently  become  abusive  caregivers.  Another 
group  of  impaired  caregivers  who  may  have  diffi- 
culty providing  proper  care  are  “non-normal  care- 
givers” such  as  retarded  or  schizophrenic  children 
caring  for  elderly  parents.  And  finally,  the  caregiver 
may  become  impaired  either  physically  or  mentally 
simply  because  of  advancing  age  and  may  begin  to 
respond  inappropriately  to  the  demands  placed  on 
him  or  her.^3 

Abuse  of  the  elderly  can  occur  in  many  different 
forms,  ranging  from  very  subtle  emotional  mistreat- 
ment to  extremely  violent  physical  abuse  which  can 
lead  to  the  death  of  the  elderly  victim.  However, 
most  of  the  current  literature  agrees  that  the  inci- 
dence of  elder  abuse  is  underreported.  According 
to  Bookin  and  Dunkle,  “In  gener^,  the  abused  older 
person  is  relatively  invisible  to  professional  human 
services  workers  in  the  community.  Many  practi- 
tioners in  the  community  are  either  unaware  that 
elder  abuse  exists  or  have  had  such  limited  exposure 
to  cases  that  they  fail  to  recognize  symptoms  when 
confronted  with  them.  Unlike  the  abused  child,  who 
comes  into  contact  with  a wider  circle  of  people 
and  helping  networks  daily  through  school  and  other 
activities,  the  elderly  person  is  generally  more  re- 
stricted in  his  or  her  social  contacts  outside  the  home. 
Impairment  and  decreased  mobility  may  further  limit 
the  elder’s  contact  with  others  in  the  community.  ’ 

Abuse  of  the  elderly  can  occur  in  many  different 
forms,  ranging  from  very  subtle  emotional  mis- 
treatment to  extremely  violent  physical  abuse 
which  can  lead  to  the  death  of  the  elderly  victim. 


Another  part  of  the  problem  in  reporting  or  iden- 
tifying elder  abuse  lies  in  the  fact  that  there  is  no 
uniform  or  standard  definition  of  what  constitutes 
elder  abuse.  Each  state  with  mandatory  reporting 
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statutes  has  its  own  definitions,  as  does  each  study 
looking  into  the  problem.  In  general,  most  defini- 
tions include  physical  and  emotional  abuse,  active 
(intentional)  and  passive  (non-intentional)  neglect, 
and  financial  exploitation.  Many  also  include  self- 
neglect as  a category  of  elder  abuse. 


People  who  are  caught  up  in  the  cycle  of  abuse 
need  the  intervention  of  someone  outside  the 
household  to  help  them  break  the  cycle  of  abuse. 


Physical  abuse  may  be  the  easiest  form  of  abuse 
to  identify.  There  may  be  obvious  physical  signs 
indicating  that  the  elder  has  been  beaten,  slapped, 
shoved,  shaken,  physically  restrained  for  long  pe- 
riods, or  even  sexually  assaulted.  Bilateral  bruises 
or  bruises  in  various  stages  of  healing,  fractures, 
and  malnourishment  or  dehydration  may  be  pre- 
senting signs  in  cases  of  physical  abuse.  Psycho- 
logical abuse  victims  may  present  with  much  less 
obvious  symptoms.  Some  common  forms  of  psy- 
chological abuse  are  infantilization,  yelling  or  name- 
calling, isolation,  or  threats  of  desertion  or  nursing 
home  placement. Behavior  that  may  signal  psy- 
chological abuse  may  include  withdrawal,  fear,  or 
hesitance  to  talk  openly. Other  behaviors  that  may 
signal  abuse  are  denial  of  any  problem,  overpro- 
tectiveness toward  the  caregiver,  resignation,  or 
passivity.^"^ 

Hickey  and  Douglass  found  127  examples  of  abuse 
in  the  89  cases  which  reported  elder  abuse  in  their 
study.  They  report  cases  of  active  neglect  involving 
falls  by  the  elderly  person  as  a result  of  the  care- 
giver’s failure  to  provide  for  the  elder’s  needs.  Also 
they  report  deliberate  withholding  of  food  or  med- 
icine from  the  elderly  person  by  the  family  mem- 
bers. Serious  passive  neglect  included  cases  where 
the  elderly  person  developed  large  infected  bedsores 
from  poor  personal  hygiene  and  cases  where  iso- 
lation or  immobility  contributed  to  malnourishment 
and  lack  of  necessary  medications.  Financial  ex- 
ploitation occurred  fairly  frequently  also.  Pension 
and  social  security  checks  were  taken,  elder’s  funds 
were  used  for  other  family  needs,  and  “exorbitant 
fees’’  were  charged  for  routine  services  (like  charg- 
ing a parent  five  dollars  per  bag  of  groceries  deliv- 
ered). 


There  are  four  theories  regarding  elder  abuse 
which  occur  frequently  in  the  literature:  1)  the 
physically-dependent  elder,  2)  the  stressed-care- 
taker,  3)  the  violent  family  and  4)  the  patholog- 
ical abuser. 


Sometimes  the  elderly  person  contributes  to  the 


problem  of  neglect  by  refusing  to  accept  the  services 
offered  by  a well-intentioned  relative.  An  individ- 
ual’s personality  traits  such  as  irritability  or  hostility 
may  be  accentuated  by  physical  illness,  or  an  im- 
paired elder  may  begin  to  place  unreasonable  de- 
mands on  his/her  caregiver.^^  So  the  problem  can 
be  complex  and  it  becomes  nearly  impossible  to 
identify  the  person  responsible  for  situations  in- 
volving neglect. 

Bookin  and  Dunkle  suggest  defining  elder  abuse 
in  terms  of  two  major  criteria,  effect  and  standards. 
By  focusing  on  the  effect  of  the  behavior  on  the 
elderly  person,  it  may  be  possible  to  deal  with  the 
behavior  without  attaching  blame  or  guilt.  Com- 
munity standards,  especially  medical,  psychologi- 
cal, and  gerontological,  can  help  to  delineate  those 
conditions  which  are  nurturing  and  those  which  are 
harmful  for  inappropriate  for  the  elder. 

People  who  are  caught  up  in  the  cycle  of  abuse 
need  the  intervention  of  someone  outside  the  house- 
hold to  help  them  break  the  cycle  of  abuse.  We  have 
examined  some  of  the  who,  why,  and  how  of  abuse. 
In  the  next  article,  we  will  focus  on  what  can  be 
done  — some  possible  alternatives  for  the  multitude 
of  different  situations  that  exist. 

It  will  benefit  all  of  us  to  act  now  to  alleviate  the 
problem  of  elder  abuse.  After  all,  the  elderly  are 
our  future  selves.  By  becoming  more  aware  of  the 
abuse  problem,  by  learning  to  watch  for  subtle  sig- 
nals, and  by  approaching  suspected  victims  with 
understanding  and  compassion,  we  can  have  an  im- 
pact on  the  lives  of  some  of  these  people. 
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FAMILY  PHYSICIAN 
NEEDED 

Immediate  need  for  BC/EB  Family  Physi- 
cian to  join  2 established  Family  Physicians 
in  private  practice  in  N.W.  Iowa  community 
of  5,000.  Modern  clinic  across  the  street  from 
JCAH  hospital. 

Excellent  salary  and  fringe  benefits  with  part- 
nership opportunity.  Locum  tenens  oppor- 
tunity available  also. 

Contact: 

Sheldon  Family  Practice  Associates 
206  N.  7th  Ave. 

Sheldon,  lA  51201 

or  call  collect:  (712)  324-251 1 


READY  FOR  A CHANGE? 

We  are  looking  for  a full-time  family  prac- 
titioner to  do  locum  tenens  work  in  South 
Dakota.  Youll  enjoy  a guaranteed  salary 
and  paid  malpractice,  health  and  life  insur- 
ance, plus  interesting,  challenging  work.  Re- 
side in  the  city  of  your  choice  and  take  time 
to  smell  the  roses. 

Inquiries  and  CV  to: 

Jo  M.  Neubauer,  M.D. 

RR  1 , Box  99A 
Yankton,  SD  57078 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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South  Dakota 
Foundation  for 
medical  Core 

Readmission  Review  Determinations 

SDFMC  is  responsible  for  reviewing  all  Medicare  readmissions  that  occur 
within  1 5 days  of  each  other. 

Physician  advisors,  in  reviewing  readmission  cases,  must  determine  if  a 
readmission  occurs  where  the  patient  was  medically  unstable  at  the  time  of  the 
first  discharge.  The  physician  advisor  must  evaluate  the  quality  of  care  and  if 
the  readmission  at  the  same  hospital  could  have  been  avoided  had  the  patient 
been  medically  stable  at  discharge,  the  physician  advisor  should  not  justify  the 
readmission  for  payment  purposes.  A physician  advisor  must  also  determine  if 
the  only  reason  for  the  readmisslon  appears  to  be  patient/family  convenience. 
This  alone  should  not  justify  for  the  physician  advisor  a need  for  another 
hospitalization. 

As  a physician  peer  review  organization,  SDFMC  is  prohibited  from 
combining  admissions  for  one  DRG.  When  the  physician  advisor  determines  an 
unnecessary  readmission  has  occurred  where  the  two  hospitalizations  should 
have  been  one,  a denial  notice  must  be  Issued  for  the  later  stay. 

SDFMC  encourages  hospitals  to  bill  under  the  “leave  of  absence”  when  a 
Medicare  beneficiary  is  admitted  but  plans  include  a short  discharge  and  then  a 
readmission. 

Patient  initiated  discharges  without  plans  for  an  immediate  readmission  is 
considered  unfortunate  and  unavoidable  and  the  physician  advisor  can  justify 
these  situations  when  the  medical  record  makes  these  facts  known. 

Hospitals  and  physicians  must  work  together  to  assure  appropriate 
documentation  and  billing  occurs  under  the  above  mentioned  circumstances. 

Physicians  must  be  sure  they  are  not  improperly  influenced  in  making  their 
decisions  to  admit,  discharge  and  readmit  their  patients. 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor®  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  intormation. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae,  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
(group  A /3-hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS.  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing 
for  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy, 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  orinalysis;  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs’  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict’s  or  Fehling’s  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  [ozzbbbr] 
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. divided  we  fall.” 

A SEVEN-YEAR-OLD  BOY  was  admitted  to  the  hos- 
pital for  a T & A.  His  operation  was  per- 
formed in  the  early  afternoon  and  he  was  kept  over- 
night. Early  the  next  morning  the  physician  was 
advised  by  hospital  adminnistration  that  since  the 
child  was  covered  by  Title  19,  he  had  to  be  dis- 
charged prior  to  twenty  three  hours  or  no  funds 
would  be  issued  by  Title  19  to  cover  the  hospital- 
ization. 

Since  the  child  appeared  to  be  doing  well,  afe- 
brile, no  evidence  of  hemorrhage,  vital  signs  stable, 
and  taking  fluids,  it  was  considered  that  he  could 
be  discharged  to  be  followed  as  an  outpatient.  Upon 
his  return  home  however,  he  would  not  drink  for 
his  mother,  became  dehydrated,  febrile  and  had  to 
be  readmitted  to  prevent  a more  serious  deteriora- 
tion of  his  condition.  He  eventually  did  well.  That 
third  party  payors  can  dictate  terms  for  the  care  of 
patients  without  consideration  of  even  the  most 
common  eventualities  in  the  cause  of  an  illness  is 
deplorable  at  best  and,  in  my  opinion,  intolerable. 

Our  patients  and  their  employees,  who  usually 
provide  health  care  programs  as  an  employee  ben- 
efit, are  learning  what  we  have  represented  since 
before  medicine  became  a science-based  profession. 
The  physician  is  not  only  the  strongest  but  often 
stands  alone  as  the  patient’s  true  advocate. 

Our  problem,  now  and  always,  is  that  within  the 


profession  of  medicine  this  has  always  been  under- 
stood, we  went  about  doing  what  we  do  best  as 
individuals.  Others  however  have  perceived  pa- 
tient’s care  as  a lucrative  business. 

Huge  organizations  have  developed  health  care 
or  health  maintenance  programs  designed  to  extract 
an  echelon  of  profit  taking.  In  order  to  protect  that 
echelon  of  profit  taking  for  investors,  hospital  costs 
and  provider  fees  were  slashed  bare,  and  when  this 
did  not  achieve  the  goal  of  preserving  profits,  pen- 
alties were  instituted  for  care,  procedures,  events 
or  complications  that  did  not  fit  into  neat  little  “in- 
ternal PRO  squares.”  Finally  when  even  these  failed 
to  protect  profits,  programs  are  being  offered  to 
consumers  and  groups  which  simply  cannot  be  ful- 
filled on  the  basis  of  premiums  and  the  dictated 
parameters  for  health  care  delivery.  In  the  reduction 
of  providing  health  care  from  an  honored  profession 
to  a profit  oriented  business,  the  patients  are  being 
cheated,  not  only  by  private  business  but  even  more 
so  by  their  own  government  through  horrible  re- 
strictions on  physicians  and  hospitals  in  caring  for 
patients. 

Who  is  to  stand  up?  Who  is  to  protect  those  most 
in  need  of  protection?  Who  is  and  has  always  been 
trusted  above  all  others  in  advocating  the  patient’s 
welfare? 

The  answer  is  obvious  but  we  can  no  longer  stand 
alone.  We’re  getting  chewed  to  pieces.  I’ve  always 
been  against  the  philosophy  of  unions  to  protect  our 
privileges,  income  and  even  basic  rights,  but  patient 
welfare  is  the  ultimate  interest  of  our  profession.  If 
this  is  the  sole  purpose  of  a uniting  of  physicians 
maybe  I could  be  persuaded.  ■ 
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Professional  Liability  Briefs 


How  to  Avoid  the  ‘‘Failure  to 
Diagnose’’  Claim 

The  bad  news  IS:  One  of  every  physician’s 
greatest  risks  of  being  sued  is  for  a “Failure 
to  Diagnose”  allegation. 

THE  GOOD  NEWS  IS:  Implementation  of  some 
simple  safeguards  can  substantially  reduce  your  risk 
of  suit  for  “Failure  to  Diagnose”  claims. 

The  reports  of  malpractice  cases  tend  to  zero  in 
on  the  bad  results/specific  damage  to  the  patient  — 
without  identifying  system  safeguards  which  could 
have  protected  the  physician  from  suit.  This  Loss 
Prevention  Letter  will  concentrate  on  what  can  be 
done  to  avoid  and  defend  “Failure  to  Diagnose” 
claims. 

Many  “Failure  to  Diagnose”  cases  originate  in 
the  outpatient  environment.  Physicians  need  to  be 
aware  that  large  malpractice  awards  in  “Failure  to 
Diagnose”  cases  have  resulted  when  the  patient  was 
seen  only  one  time  by  the  physician  involved.  In 
some  cases,  the  patient  was  not  even  seen  for  the 
condition  for  which  he/she  later  sued.  Consider  a 
Texas  case: 

The  patient  saw  the  physician  for  cough  and  chest 
pain.  The  physician  saw  a mole-like  growth  on  her 
arm  but  did  not  identify  it,  perform  a biopsy  or  warn 
the  patient.  Another  doctor  diagnosed  melanoma 
three  months  later.  At  surgery,  lymph  node  resec- 
tion was  negative  for  metastasis  and  the  patient  re- 
covered uneventfully.  She  sued  the  first  doctor  for 
failure  to  diagnose  the  potentially  fatal  disease.  The 
surgeon  testified  that  delay  in  diagnosis  did  not 
change  the  mode  of  treatment;  and  since  no  metas- 
tasis was  found,  her  life  span  had  not  been  short- 
ened. At  the  first  trial,  the  district  court  gave  sum- 
mary judgment  in  favor  of  the  physician.  The  appeals 
court  overturned  the  decision.  They  decided  the  ma- 
lignancy must  have  grown  in  the  three-month  in- 
terval, “at  least  by  some  imperceptible  amount” 
and  that  the  growth  of  a deadly  malignancy  consti- 
tutes an  injury.*  This  places  short-term  and  outpa- 
tient care  providers  at  a special  risk. 


* Texas  Civil  Appeal  608  S.W.2d  697 

Reprinted  by  permission  from  Loss  Prevention  Letter,  March, 
1986.  For  subscription  information  write  to:  Practice  and  Li- 
ability Management  Consultants,  1600  Mary  Drive,  Pleasant 
Hill,  CA  94523;  (415)  686-4800. 

This  article  is  not  intended  to  provide  legal  advice,  and  no 
attempt  is  made  to  define  conduct  which  would  have  been 
appropriate  in  particular  cases  to  meet  acceptable  standards  of 
care. 


PROBLEMS  AND  SOLUTIONS: 

Based  upon  our  experience  and  review  of  a va- 
riety of  “Failure  to  Diagnose”  claims,  the  follow- 
ing recommendations  can  help  protect  the  physician 
from  risk.  Breast  cancer  is  used  as  an  example, 
although  the  principles  are  applicable  to  all  types 
of  “Failure  to  Diagnose”  cases. 

Example:  Breast  Cancer  Claims 
Any  “Failure  to  Diagnose”  cancer  case  is  more 
difficult  to  defend  because  the  American  Cancer 
Society  stresses  that  early  diagnosis  can  result  in 
cure.  Defense  attorneys  tell  us  this  is  a difficult 
position  to  discredit  in  a juror’s  mind.  Therefore, 
any  delay  in  diagnosis  which  can  be  attributed  to 
the  actions  or  inactions  of  the  physician  can  make 
the  defense  difficult. 

PREVENTABLE  PROBLEMS  in  “Failure  to  Di- 
agnose” cases  are: 

1.  LACK  OF  DOCUMENTATION:  The  most 
common  problem  is  the  failure  to  fully  describe  the 
breast  lump  in  the  medical  record.  A note  which 
says  “Mass,  left  breast”  is  an  automatic  two  strikes 
against  you  should  the  patient  at  any  time  in  the 
future  develop  cancer  in  the  left  breast.  It  does  not 
matter  whether  or  not  the  cancerous  lump  was  the 
same  lump  that  you  originally  examined  because 
your  records  can’t  prove  it  wasn’t.  The  patient  will 
testify  that  it  was  the  same  lump  you  examined!  The 
record  of  any  mass  should  include  the  length  of  time 
it  has  been  present,  the  location,  size,  consistency, 
degree  of  tenderness,  whether  it  is  fixed,  and  any 
other  information  which  clearly  identifies  the  mass. 
The  plan  for  follow-up  or  further  treatment  should 
also  be  documented. 

2.  FAILURE  TO  FOLLOW-UP:  Would  you  like 
to  be  the  defendant  in  the  following  case?  The  rec- 
ords show  that  a patient’s  breast  mass  was  first  noted 
five  years  ago.  The  family  history  documents  the 
patient’s  mother  and  sister  have  had  breast  cancer. 
Notes  in  the  record  say  the  patient  should  have  a 
mammogram  or  a consultation  with  a surgeon.  The 
patient  is  seen  by  multiple  physicians  within  the 
group  frequently  over  the  course  of  the  next  five 
years.  No  chart  note  during  that  period  mentions 
the  results  of  the  mammogram,  the  surgical  con- 
sultation, or  any  subsequent  breast  exam.  This  pa- 
tient, like  so  many  “Failure  to  Diagnose  cases”  fell 
through  the  cracks  within  the  group’s  procedural 
and  record  keeping  systems. 

3.  ELIMINATE  CRACKS  IN  THE  SYSTEM: 

A.  REVIEW  YOUR  NOTES:  One  simple,  very 
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basic  prevention  step  is  to  always  review  the  note 
of  the  patient’s  last  visit.  Check  to  see  if  there  was 
a symptom  which  should  be  re-evaluated  at  this 
visit.  A patient,  particularly  a patient  who  fears 
cancer,  may  psychologically  depend  upon  you  to 
bring  up  the  topic  again.  The  patient  may  think  that 
since  you  know  about  the  lump,  if  it  was  important 
you’d  check  it  again!  Yes,  that  can  be  contributory 
negligence  on  the  part  of  the  patient,  but  it  won’t 
eliminate  your  liability. 

B.  MAINTAIN  A PROBLEM  LIST:  A Problem 
List  which  lists  all  unresolved  problems  can  be  par- 
ticularly useful  in  avoiding  a “Failure  to  Diagnose’’ 
case  when  the  patient  is  frequently  seen.  A note  to 
“recheck  the  breast  in  6 months”  can  get  lost  in 
the  multitude  of  progress  notes  generated  for  other 
conditions  in  the  interim. 

C.  ESTABLISH  FOLLOW-UP  SAFE- 
GUARDS: If  you  send  a patient  out  for  a test  or  a 
consultation,  have  a system  which  confirms  that  the 
test  or  consult  was  done;  and  what  results  were 
found.  A simple  system  for  tracking  consultations 
is  to  use  a three  copy  form  which  provides  a tickler 
copy  for  your  file,  a copy  for  the  consultant’s  file, 
and  a final  copy  back  to  your  records.  Another  easy 
system  to  track  results  is  to  review  and  initial  all 
reports  before  they  are  filed  in  the  patient’s  medical 
record.  You  will  also  want  to  establish  a “tickler 
system”  for  notifying  the  patient  of  abnormal  re- 
sults and  the  need  for  further  treatment  or  follow- 
up. 

D.  EDUCATE  THE  PATIENT:  Make  the  pa- 
tient aware  of  the  importance  of  follow-up.  Give 
instructions  to  the  patient  which  clarify  the  symp- 
toms which  require  follow-up  prior  to  the  next 
scheduled  re-check  (i.e.  increase  in  size  of  lump, 
etc.). 

CONSIDER  THE  WORST  DIAGNOSIS 

Many  “Failure  to  Diagnose”  cases  involve  se- 
rious disease  processes  which  have  some  symptoms 
similar  to  common  ailments.  The  physician  most 
frequently  gets  in  trouble  when  he/she  diagnoses  the 
usual  minor  condition  and  it  was  the  more  serious 
one  this  time.  Is  it  indigestion,  or  is  it  a myocardial 
infarction?  To  a degree,  you  can  minimize  your  risk 
of  a “Failure  to  Diagnose”  case  if  your  records 
clearly  document  that  you  considered  all  alterna- 
tives. It  is  easier  to  defend  a case  where  the  Dif- 
ferential Diagnosis  says:  “Rule  out  Myocardial  In- 
farction, Probable  Indigestion”  than  it  is  where  the 
only  diagnosis  the  physician  seems  to  have  consid- 
ered was  “Indigestion.”  The  negatives  recorded  in 
a physical  examination  can  also  provide  protection 
for  you.  “Pain  does  not  radiate”  is  a greater  pro- 
tection than  “negative”  recorded  under  symptoms. 


TELEPHONE  DIAGNOSIS 

Many  physicians  who  follow  a patient  for  a pro- 
longed period  of  time  frequently  increase  their  claims 
risk  by  the  practice  of  medicine  by  telephone.  In 
instances  where  you  are  relying  upon  the  patient’s 
description  of  symptoms  rather  than  physical  ex- 
amination, documentation  becomes  even  more  im- 
portant. Your  notes  should  include  such  statements 
as:  “Upon  questioning,  the  patient  says  there  is  no 
radiation  of  pain  to  the  arms”;  and  “Patient  says 
she  has  no  other  symptoms  at  this  time.” 

STAFF’S  ROLE 

Costly  “Failure  to  Diagnose”  cases  have  oc- 
curred when  staff  personnel  have  not  been  properly 
trained  to  obtain  complete  or  crucial  details  when 
they  take  a message  from  the  patient.  The  failure 
of  staff  to  recognize  the  potential  seriousness  of 
postoperative  symptoms  is  a particular  risk.  In  a 
knee  surgery  case,  the  postoperative  patient  called 
complaining  of  chest  pain.  The  surgeon’s  office  staff 
referred  her  to  her  family  physician  because  they 
did  not  recognize  any  connection  between  the  sur- 
gery and  the  symptoms.  A “Failure  to  Diagnose 
Pulmonary  Embolism”  case  resulted.  Physicians 
should  write  protocols  which  delineate  patient 
symptoms  that  require  staff  to  promptly  notify  the 
physician. 

A second  area  in  which  staff  actions  have  resulted 
in  “Failure  to  Diagnose”  cases  is  where  the  phy- 
sician is  found  to  have  inappropriately  delegated 
authority  for  making  medical  decisions  to  his/her 
staff  members.  Some  surgeons  rely  heavily  upon 
their  “nurse”  to  follow  postoperative  patients  while 
the  surgeon  goes  on  vacation.  In  one  plastic  surgery 
case,  the  surgeon  delegated  responsibility  to  his 
“nurse”  of  20  years  to  change  dressings,  diagnose 
postoperative  wound  infections  and  refer  the  patient 
to  a covering  physician  if  she  felt  it  was  needed. 
The  “nurse”  had  no  formal  nursing  education.  De- 
lay in  diagnosis  of  a wound  infection  which  required 
extensive  surgery  to  correct  could  not  be  defended 
because  the  “nurse”  was  operating  outside  the  scope 
of  her  legally  permitted  duties. 

SUMMARY 

Like  many  diseases,  prevention  of  a malpractice 
case  is  much  easier  than  the -“cure”  process  via 
litigation.  If  you  inculcate  good  prevention  princi- 
ples in  your  daily  practice  you  can  minimize  risk 
of  suit  and  concentrate  on  practicing  good  medicine. 
That’s  what  every  physician  wants  to  do  anyway, 
isn’t  it?  ■ 
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Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


The  Meaning  of  Being  an  Auxilian: 

A Self  Inquiry 

Recently  I was  asked  to  speak  at  an  Auxiliary 
district  meeting  on  what  the  Auxiliary  per- 
sonally meant  to  me.  This  was  a rather  difficult 
question  to  answer  because  one,  the  question  never 
occurred  to  me  and  two,  I thought  it  irrelevant.  But 
I decided  to  give  it  a try  anyway. 

It  required  me  to  dig  deep  into  my  consciousness 
and  inquire  why  I do  the  things  I do.  Doesn’t  that 
often  happen  to  you?  You  fall  into  the  habit  of  doing 
the  same  thing  day  after  day  without  ever  question- 
ing why  you  do  them.  Not  until  something  or  some- 
one strikes  you  with  the  magical  question:  WHY? 

After  giving  it  serious  thought  and  consideration, 
I was  convinced  the  question  was  not  so  difficult 
to  answer  after  all.  I CARE.  The  Auxiliary  is  mean- 
ingful to  me  because  I care  what  happens  to  it.  Every 
Auxilian  will  tell  you  the  same  thing. 

To  be  an  Auxilian  means: 

Commitment.  As  an  Auxilian  one  feels  a sense  of 
commitment  to  work  hard  at  improving  the  health 
and  quality  of  life  of  all  people.  This  Commit- 
ment also  develops  a commond  bond.  A member 
is  part  of  a vast  network  of  80,000  or  more  phy- 
sician spouses  united  by  a common  bond  for  a 
common  goal. 

Awareness.  By  participating  in  the  organization, 
an  individual  develops  a keen  sense  of  what  the 
issues  affecting  health  and  the  practice  of  medi- 
cine are  and  how  he  can  impact  legislation  on  its 
behalf. 


Rewards.  Besides  having  a feeling  of  self-worth 
obtained  by  helping  others,  there  are  also  addi- 
tional personal  rewards.  The  Auxiliary  promotes 
members’  personal  development  with  educational 
seminars,  leadership  training  and  workshops. 
Furthermore,  the  Auxiliary  national  headquarters 
keeps  tabs  of  any  training  a member  has  under- 
gone so  she/he  can  have  an  account  of  it  for 
resume  writing  while  job  seeking. 

Euphoria.  Euphoria?  Yes,  you  read  it  right,  eu- 
phoria. If  by  now  you  think  Auxiliary  involve- 
ment doesn’t  create  a feeling  of  well-being  and 
elation,  you  got  it  wrong.  It  certainly  does. 

By  the  time  an  Auxilian  is  committed,  made  aware, 
and  rewarded,  she/he  is  ready  to  realize  the  ultimate 
DREAM  COME  TRUE:  Euphoria  — a state  reached 
by  CARING  and  PARTICIPATING. 

Please  encourage  your  spouse  to  ask  “what  does 
the  Auxiliary  really  mean  to  me?’’  This  self  inquiry 
will  reveal  either  very  satisfying  or  very  disturbing 
truths  about  their  role 


SAVE  on  premiums 
for 

Workers’ 

Compensation 

Insurance 

Program  approved  by  SDSMA 

Dividends  have  run  up  to 
43.5%,  averaging  30% 
since  1976. 

Write  or  call  toll-free  for 
complete  Information. 

DODSON  INSURANCE  GROUP 
P.O.  Box  559 
Kansas  City,  MO  64141 
1-800-821-3760 


in  the  Auxiliary. 
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C.  O.  B. 

COORDINATION  OF  BENEFITS 

Double  payment  of  medical  claims  can  cost  thousands  of 
dollars  each  year.  With  the  increasing  number  of  working 
couples  there  is  a chance  they  are  covered  by  each  other's 
group  policy.  Often  neither  health  carrier  is  aware  of  the 
other,  which  results  in  double  payment  of  claims. 

By  screening  incoming  claims,  contacting  physician 
offices  and  corresponding  with  our  subscribers,  we  can  find 
out  if  an  individual  is  covered  by  more  than  one  group 
policy.  Blue  Shield  works  with  health  carriers  across  the 
country  to  coordinate  health  coverage  benefits  and  make 
sure  claims  are  divided  fairly  between  us,  but  only  paid  once. 

C.O.B.  insures  that  the  third  party  payment  does  not  ex- 
ceed the  physician's  total  charge  and  prevents  the  subscriber 
from  making  a profit  on  medical  services.  With  the  coopera- 
tion of  South  Dakota  physicians,  our  Coordination  of  Ben- 
efits program  reduced  multiple  payments  in  1986  by 
$1,427,780. 

C.O.B.,  it's  one  of  the  cost  containment  methods  we  use  to 
hold  down  premiums  and  that  benefits  all  of  us. 


South  Dakota  Blue  Shield 

1601  West  Madison  Street  • Sioux  Falls,  South  Dakota  57104  • (605)  336-1976 


® Registered  Trademark  of  the  Blue  Cross  and  Blue  Shield  Association 
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Journal  of  Medicine  Rates  High  in 
Survey 

The  South  Dakota  Journal  of  Medicine  par- 
ticipated in  a readership  survey  conducted  by 
Health  Industries  Research  of  Wilton,  Connecticut 
in  April  and  May  of  this  year.  Eleven  state  medical 
journals  were  selected  for  the  survey.  They  were: 
Georgia,  Kentucky,  Kansas,  Louisiana,  Maryland, 
Michigan,  New  Jersey,  Pennsylvania,  South  Da- 
kota, Texas  and  West  Virginia.  The  research  com- 
pany used  its  own  FOCUS  technique,  measuring 
what  physicians  read  and  how  they  read. 

The  survey  was  conducted  for  the  State  Medical 
Journal  Advertising  Bureau,  Inc.  (SMJAB),  of  which 
our  Journal  is  a member.  SMJAB  is  an  organization 
which  obtains  national  advertising  for  30  state  med- 
ical journals.  The  purpose  of  the  survey  was  to  use 
the  results  in  obtaining  national  advertising  for  the 
medical  journals. 

Questionnaires  were  sent  to  200  physicians  in 
each  of  the  selected  states.  The  questions  asked 
pertained  only  to  their  own  state  journal.  Of  the  200 
South  Dakota  physicians,  144  (72.4%)  completed 
and  returned  the  questionnaires.  The  over- all  com- 


pletion rate  was  from  48.0%  to  72.4%  (South  Da- 
kota). 

“State  journals  studied  here  are  — without  ex- 
ception — very  well  read,”  reports  the  executive 
summary  of  the  firm’s  report.  “In  general,  all  state 
journals  studied  have  strong  readership  profiles.” 

Among  the  significant  findings  of  the  study: 

• Average  issue  readership  ranges  from  69%  to 
88%.  (South  Dakota  82%) 

• Average  issue  ad  exposure  ranges  from  31%  to 
53%.  (South  Dakota  53%) 

• Nearly  all  physicians  surveyed  read  at  least  one 
of  every  four  issues. 

South  Dakota  4 of  4 66% 

3 of  4 14% 

2 of  4 8% 

1 of  4 6% 

0 of  4 6% 

• Physicians  surveyed  indicate  a high  level  of 
satisfaction  with  their  journals.  From  87  to  96% 
of  respondents  indicated  they  want  to  continue 
to  receive  their  state  journals.  (South  Dakota 
96%) 

• Average  reading  time  for  all  journals  was  31 

minutes.  (South  Dakota  30  minutes)  ■ 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 

Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 
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AMA  Physicians'  Recognition  Award 

AM  A Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  members  of  the  South  Dakota  State  Medical  Association  who  have  earned  the 
AMA  Physicians’  Recognition  Award  in  June,  July  and  August  1987. 


June 

Lynn  Henrickson 
Malini  Sridharan 
Robert  VanDemark,  Sr. 

Sioux  Falls 
Faulkton 
Sioux  Falls 

James  Reynolds 
Paul  Wright 
Rodney  Zimmerman 

Sioux  Falls 
Rapid  City 
Sioux  Falls 

July 

John  Barker 
Jerome  Bentz 
Michael  Davies 
Milton  Mutch 

August 

Sioux  Falls 
Platte 
Fort  Meade 
Sioux  Falls 

Marc  Boddicker 
John  Christopher 
Bruce  Hubert 
Richard  Jaqua 
Karl  Wegner 

Rapid  City 
Aberdeen 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 

to  actually  prevent  the 
'enough.”  DDS.  MN 

apfit^acM 
MD,  FL 

. blisters 
DH,  MA 


'*“(ln  clinical  trials) . . . res||»lK^  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  . . . at 
prodromal  symptoms  . HERPECIN-L 
. averted  the  attacks.’’  MD,  AK 

'OTC.  See  PDR  for  Information.  For  samples  to  make 

your  own  clinical  evaluat  on,  write:  CAMPBEtt  Laboratories, 

HBRP6CIII"[1^  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 


.. 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.Jhe  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings;  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  In  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonataljaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing,  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions;  The  bioavailability  of  the  hydrochlorothiazide  component  of 
‘Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide',  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  rela.xants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  andgout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alxali  reserve  with  possible  metabolic  acidosis,  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

SuDDlied;  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-PaK™  unit-of-use  bottles  of  100. 

BRS-DZ:L42 


In  Hypertension*... 
When  'Vhu  Need  to 
Conserve  K+ 


Seruin  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

DY%zmr 

The  unique 
red  and  \s^ite 
Dyazide*  capsule: 
'feur  assurance  of 
SK&F  quality 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 

a product  of 
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Carolina,  P.R.  00630 
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There’s  never  been  a better  time  fcjr  herj 


and  PREM  ARIN* 


Proven  benefits  beyond  rebef 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis*  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  cHnical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREMARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 

PREMARIN* 

(conjugated  estrogens  tablets) 


For  atrophic  vaginitis 


PREMARIN 

(conjugated  estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625  mg/g 


Premarin 

(cof^g^cstoi^l 
VAGINAL  CR§AM 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN^  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a noniiquefying  base 


1.  ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA, 

Three  independent,  case-controlled  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year.  This  risk  was  independent 
ot  the  other  known  risk  factors  tor  endometrial  cancer.  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  of  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  of  estrogens  during  the  last  decade.  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13,9  times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose.  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  tor  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses 
2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  of  developing,  in  later  life,  a form  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy.  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  detects.  One  case-controlled  study 
estimated  a 4.7-fold  increased  risk  of  limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones 
{oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  tor  threatened 
abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatmenf.  The  data 
suggest  that  the  risk  ot  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion.  There  is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  theie  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ot  the 
potential  risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation. 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares’ 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ot  17a-estradioL 
equilenin.  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters.  Tablets  are  available  in  0.3  mg,  0.625  mg,  0.9 
mq.  1.25  mg.  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0,625  mg  coniugated 
estrogens  per  gram. 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female  castration. 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae. 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be 
utilized  Studies  of  the  addition  of  a progestin  tor  7 or  more  days  ot  a cycle  of  estrogen  administration  have 
reported  a lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the 
endometrium  suggest  that  10  to  13  days  ot  progestin  are  needed  to  provide  maximal  maturation  of  the 
endometrium  and  to  eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ot  progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS.)  The  choice  ot  progestin  and 
dosage  may  be  ir^ortant:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 
CDNTRAINDICAtIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions: 
1.  Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia  3.  Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders. 
6.  A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning). 
However,  a recent  large,  case-controlled  study  indicated  no  increase  In  risk  ot  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  It  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ot  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  ot  nonfatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  of 
this  size  are  used,  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  ot  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use,  A worsening  ot  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed.  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  ot  depression  should  be  carefully  observed.  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  ot  estrogen 
therapy  when  relevant  specimens  are  submitted.  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete.  If  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b.  Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3:  increased  norepinephrine- 
induced  platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  L by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG:  free  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

t.  Reduced  response  to  metyrapone  test. 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration. 

As  a general  principle,  the  administration  ot  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk. 

Long-term,  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  frequency  ot  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  However,  in  a recent,  large  case-controlled 
study  of  postmenopausal  women  there  was  no  increase  in  risk  of  breast  cancer  with  use  of  conjugated  estrogens. 
ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives: breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premenstrual-like 
syndrome:  amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata:  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ot  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement, 
secretion  (ot  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or 
melasma  which  may  persist  when  drug  Is  discontinued;  erythema  multitorme:  erythema  nodosum;  hemorrhagic 
eruption;  loss  ot  scalp  hair:  hirsutism;  steepening  ot  corneal  curvature;  intolerance  to  contact  lenses;  headache, 
migraine,  dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance: 
aggravation  of  porphyria:  edema:  changes  in  libido. 

ACUTE  DVERODSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  estrogens  tablets,  USP 

1,  Given  cyclically  Lor  short-term  use  only.  For  treatment  of  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  mg  to  1.25  mg  or  more  daily).  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2.  Given  cycllcatly:  Osteoporosis.  Female  castration.  Osteoporosis  — 0.625  mg  daily.  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  off).  Female  castration — 1.25  mg  daily,  cyclically.  Adjust  upward  or 
downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
effective  control. 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals. 

Usual  dosage  range:  2 g to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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Clinical  Guide  to  Emergency  Room 
Evaluation  and  Management  of  the 
Violent  Patient 

Risk  factors  and  clues  to  recognition  of  the  potentially  violent  patient  encountered 
in  the  emergency  room  are  enumerated,  and  guidelines  for  management  of  such 
individuals  are  suggested. 


Mujeeb  H.  Khan,  M.D.* 
Franklin  C.  Johnson,  M.D.f 


ABSTRACT 

Interaction  with  the  violent  and  potentially  vi- 
olent patient  is  perhaps  the  most  anxiety  pro- 
voking and  challenging  clinical  situation  encoun- 
tered by  the  emergency  room  physician.  The 
authors  wUl  describe  various  demographic  risk 
factors,  psychiatric  illnesses,  medical  conditions 
and  behavioral  clues  necessary  in  arriving  at  a 

Evaluation  and  management  of  the  violent 
patient  is  one  of  the  most  stressful  and  chal- 
lenging clinical  tasks  which  confronts  physicians 
and  mental  health  professionals.  In  the  emergency 
room  the  clinician  has  to  evaluate  both  actively  vi- 
olent and  potentially  violent  patients,  and  has  to 
make  a quick  decision  involving  management  and 
disposition  of  the  patient.* 

The  spectrum  of  violent  behavior  ranges  from 
family  fights,  to  child  abuse,  to  assault,  to  destruc- 
tion of  property,  and  to  homicide.  American  Psy- 
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sound  clinical  diagnosis  and  decision  making  in 
evaluating  a violent  patient.  A comprehensive 
and  a practical  guideline  in  managing  these  pa- 
tients ranging  from  verbal  interventions  to  the 
use  of  medication  and  restraints  will  be  described 
in  detail. 


chiatric  Association  task  force  defines  violent  pa- 
tient as  “One  who  acts  or  has  acted  in  such  a way 
as  to  produce  physical  harm  or  destruction.”  The 
evaluation  of  violent  behavior  carries  legal  impli- 
cations which  may  have  profound  effects  on  the 
patient’s  future.  It  is  therefore  imperative  that  all 
clinicians  and  mental  health  professionals  be  cog- 
nizant of  various  factors  involved  in  the  assessment 
and  management  of  the  violent  patient. 


RISK  FACTORS 

The  initial  step  in  the  evaluation  of  any  violent 
patient  is  to  be  familiar  with  various  high  risk  fac- 
tors, and  to  have  an  understanding  of  the  possible 
underlying  etiological  variables  and  conditions  of 
the  violent  behavior.  The  various  risk  factors  are 
outlined  in  Table  I.^ 
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TABLE  I 

I.  DEMOGRAPHIC  BASIC  FACTORS 
history  of  past  violence 
age 
sex 
race 

ethnic  background 
childhood  precursors 
n.  PSYCHIATRIC  CONDITIONS 
schizophrenic  disorders 
paranoid  disorder 
manic  illness 
delusional  depression 
drug  induced  psychiatric  states 
alcohol  related  conditions 
catatonic  states 
dissociative  reactions 
homosexual  panic 
post-traumatic  stress  disorder 
HI.  MEDICAL  CONDITIONS 
temporal  lobe  epilepsy 
hypoglycemic  reaction 
delerium  (OBS) 
mental  retardation 
minimal  brain  dysfunction  (MBD) 

CNS  infections,  trauma  and  neoplasmas 
dementia  with  organic  personality  syndrome 
rv.  BEHAVIORAL  CLUES 
increased  muscle  tension 
pacing  to  and  fro 
pulsating  temporal  arteries 
cold,  moist  palms 

challenging  posture  and  eye  contact 
slamming  furniture 
pounding  on  table 

smell  of  alcohol,  disheveled  appearance 
profane,  loud  speech,  threats 


I.  Demographic  Risk  Factors: 

a.  The  best  predictor  of  future  violence  is  a 
past  history  of  violence.  Look  for  a history 
of  previous  arrests,  convictions,  juvenile 
record  etc. 

b.  Violence  is  highly  correlated  with  age,  the 
most  vulnerable  age  group  is  between  15- 
24  years. 

c.  Ninety  per  cent  of  individuals  arrested  for 
violent  crimes  are  males. 

d.  Blacks  account  for  48%  of  violent  crimes. 

e.  Individuals  who  live  in  sub-cultures  where 
violence  is  considered  acceptable,  e.g.  Hells 
Angels.  Always  look  for  scars,  tattoos, 
chains,  etc.  during  your  mental  status  ex- 
amination. 

f.  Most  aggravated  assaults  occur  within  fam- 
ily and  acquaintances. 

g.  Childhood  behavioral  triad  of  fire-setting, 
bed-wetting  and  cruelty  to  animals  is  a pre- 
dictor of  future  violence  during  adulthood. 

h.  Childhood  history  of  parental  deprivation, 
abuse  and  frequent  disruptions  in  family 
predisposes  to  future  violence. 

In  1969  the  President’s  Commission  on  the  Causes 


and  Prevention  of  Violence  described  a profile  of 
the  criminally  violent  person  as  being  a male,  under 
25  years  of  age,  of  a minority  race,  living  in  inner 
city,  with  long  standing  social  and  economic  dep- 
rivation. 

II.  Psychiatric  Conditions: 

a.  SCHIZOPHRENIC  AND  PARANOID 
DISORDERS:  Any  cause  of  paranoia  can 
cause  a patient  to  be  potentially  violent.  Any 
psychotic  patient  with  command  halluci- 
nations (voices  telling  him  to  carry  out  ac- 
tions) is  in  an  extremely  high  risk  situation. 

b.  CATATONIC  REACTIONS:  which  could 
be  present  in  schizophrenic  disorders,  af- 
fective illness,  or  any  other  organic  condi- 
tions, e.g.  periodic  catatonia  due  to  nitrogen 
imbalance. 

c.  MANIC  PHASE  OF  BIPOLAR  AFFEC- 
TIVE DISORDER. 

d.  DELUSIONAL  DEPRESSION:  is  an  often 
and  overlooked  condition.  Here  the  risk  of 
homicide-suicide  is  definitely  present,  es- 
pecially post-partum  conditions,  husband 
wife  murder-suicide,  etc. 

e.  PERSONALITY  DISORDERS:  especially 
anti^social,  borderline  and  passive-aggres- 
sive types. 

f.  ALCOHOL  RELATED  CONDITIONS:  es- 
pecially pathological  or  idiosyncratic  reac- 
tions to  drinking  small  amounts  of  alcohol, 
alcoholic  hallucinosis,  etc. 

g.  ORGANIC  MENTAL  DISORDERS:  es- 
pecially those  related  to  drug  abuse,  e.g. 
PCP  psychosis,  amphetamines,  LSD,  co- 
caine, etc.  Always  order  a drug  screen. 

h.  HOMOSEXUAL  PANIC. 

i.  DISSOCIATIVE  STATES. 

j.  POST-TRAUMATIC  STRESS  DISOR- 
DER. 

III.  Medical  Conditions: 

a.  TEMPORAL  LOBE  EPILEPSY 

b.  HYPOGLYCEMIC  REACTION 

c.  DELERIUM 

d.  DEMENTIA  WITH  ORGANIC  PERSON- 
ALITY SYNDROME 

e.  MENTAL  RETARDATION 

f.  MINIMAL  BRAIN  DYSFUNCTION 
(MBD) 

g.  CNS  INFECTIONS,  TRAUMA  OR  NEO- 
PLASMS 

ASSESSMENT 

Before  actual  examination  of  the  violent  patient, 
it  is  necessary  to  know  who  brought  the  patient 
(voluntary,  or  family  members,  or  police,  etc.),  and 
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how  he  was  brought  to  the  emergency  room?  (e.g. 
handcuffs,  forcibly,  etc.)-  It  is  also  important  to 
find  out  the  precipitating  factor  in  the  current  violent 
outburst,  e.g.  if  there  is  a marital  conflict,  then  you 
should  ask  the  spouse  to  leave  the  emergency  room, 
or  whether  it  is  drug  related,  etc.^^  Also  it  is  im- 
portant to  know  from  various  sources  the  specific 
measures  or  interventions  which  have  proved  ben- 
eficial to  calm  and  control  the  patient  in  the  past. 
Also  order  a baseline  CBC,  UA,  chemical  profile, 
blood  sugar,  EKG  and  urine  drug  screen. 

Close  attention  should  be  paid  to  both  verbal  and 
non-verbal  behavior  of  the  patient. 

Behavioral  clues  to  imminent  violence  are;*"* 

1.  Increased  muscle  function,  i.e.  clenching  of 
jaws,  sitting  on  the  edge  of  the  chair,  grip- 
ping the  arm  of  the  chair,  etc. 

2 . Forcibly  or  repeatedly  pounding  on  the  table . 

3.  Wringing  of  hands,  making  fist  and  striking 
it  against  the  palm  of  his  hands,  gesticulating 
towards  examiner  with  pointed  finger. 

4.  Pacing  back  and  forth  during  the  examina- 
tion. 

5.  Pulsations  of  the  temporal  arteries. 

6.  Cold  and  moist  palms. 

7.  Slamming  over  furniture. 

8.  Fearful  expression  on  the  face. 

9.  Dishevelled  appearance,  confused  and  di- 
sorientated. 

10.  Smell  of  alcohol  on  breath. 

11.  Labile  affect,  i.e.  rapid  change  in  mood 
from  being  tearful  to  being  boisterous  and 
angry. 

12.  Profane  and  loud  escalating  speech  espe- 
cially if  not  responding  to  examiner’s  calm 
reassurances. 

MANAGEMENT 

The  first  goal  is  to  ensure  safety;  the  patient’s, 
the  staff’s  and  your  own.  No  interview  should  be 
conducted  in  the  presence  of  weapons.  If  the  patient 
is  armed,  he  should  be  disarmed  before  he  is  allowed 
into  the  examination  room.^^  Every  emergency  room 
should  have  a policy  for  weapon  search.  If,  how- 
ever, the  patient  is  able  to  conceal  the  weapon  and 
during  the  interview  confronts  you  with  it,  do  not 
panic  or  try  to  disarm  him  on  your  own.  You  should 
calmly  look  the  patient  in  the  eye,  move  slowly  and 
deliberately,  explaining  to  him  what  you  are  trying 
to  do  or  what  your  intentions  are.  Speak  in  a neutral 
tone  of  voice,  encourage  other  people  to  leave  the 
room,  continue  to  reassure  the  patient  that  he  is  in 
control  and  you  are  there  to  help  him  maintain  con- 
trol of  his  impulses.  Keep  talking  in  comforting 
voice  to  develop  rapport  with  the  purpose  of  not 
panicking  him  and  ultimately  having  him  put  the 
weapon  on  the  floor  or  table. 


During  your  evaluation  do  not  make  patient  feel 
rejected  or  challenged;  monitor  your  own  reactions 
very  carefully.  Be  direct  and  honest.  Show  your 
concern  and  offer  him  a few  choices,  e.g.  where  he 
or  she  would  like  to  sit,  offer  food,  etc.  Assure  him 
that  you  understand  his  fears,  and  will  do  whatever 
to  help  him  regain  self-control.  Contrary  to  common 
misconception,  violent  patients  welcome  limit  set- 
ting by  clinicians,  and  it  is  reassuring  to  them  that 
someone  is  in  control. 

The  examination  room  should  be  ideally  free  of 
any  potential  weapon,  e.g.  surgical  instruments,  ta- 
ble lamps,  ashtrays,  etc.  It  should  never  be  crowded 
and  should  have  a door  which  opens  to  the  outside. 
The  door  should  be  left  open  and  you  should  sit  in 
a position  which  should  leave  yourself  and  the  pa- 
tient a safe  exit  by  not  sitting  between  patient  and 
the  door.  Always  carry  a panic  beeper  if  the  emer- 
gency room  does  not  have  a panic  buzzer  under  the 
table.  Always  sit  at  least  an  arm’s  length  from  the 
patient;  never  turn  your  back  on  the  patient  or  ap- 
proach him  from  behind.  If  in  your  judgement  the 
patient  is  on  the  verge  of  losing  control  and  your 
own  safety  is  in  danger,  excuse  yourself  and  bring 
in  security  guards  as  a “show  of  force.”  You  may 
also,  if  the  situation  warrants,  station  security  per- 
sonnel outside  the  room  within  patient’s  view  even 
before  you  enter  the  room,  if  in  your  clinical  judge- 
ment the  patient  is  imminently  dangerous.  If  the 
patient  is  suffering  from  homosexual  panic,  then  the 
presence  of  female  staff  is  helpful.  When  the  patient 
is  behaving  violently  or  on  the  verge  of  losing  con- 
trol, have  the  security  staff  or  other  trained  staff 
with  you  all  the  time.  Assume  leadership  of  the 
team  and  a clear  chain  of  command  should  be  es- 
tablished, and  definite  tasks  should  be  assigned  to 
the  security  and  nursing  staff.  There  should  be  a 
minimum  of  5 staff  members,  four  members  to  put 
the  patient  in  restraints  (one  for  each  extremity)  and 
one  to  administer  medication.  Before  entering  the 
room  an  explicit  step-by-step  plan  to  handle  the 
situation  should  be  developed  and  agreed  upon.  Upon 
entering  the  room,  the  severely  disruptive  or  im- 
minently violent  patient  should  be  told  in  a calm, 
non-threatening  manner  the  decision  you  have  made, 
emphasizing  to  him  that  it  is  being  done  to  help  him 
by  making  such  statements  as,  “I  know  you  are 
feeling  angry  and  fearful,  we  are  here  to  help  you. 
We  would  like  you  to  take  this  medication.”  You 
could  initially  offer  him  the  choice  of  routine  oral 
or  IM  medication.  Allow  only  a few  seconds  for 
him  to  make  a decision.  Never  argue  or  bargain 
with  the  patient,  which  will  only  aggravate  his  ag- 
itation. Remember  verbal  intervention  is  probably 
the  most  effective  way  of  dealing  with  violent  pa- 
tients during  initial  states  of  management.^-  >6.  n,  is 
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The  choice  of  medications  in  the  emergency  room 
is  mostly  limited  to  either  neuroleptics  or  benzo- 
diazepines. Barbituates  should  be  avoided.  Among 
the  neuroleptics,  high  potency  neuroleptics  such  as 
Haldol,  navane,  prolixin  hydrochloride  are  prefer- 
able because  of  their  lesser  propensity  to  cause  or- 
thostatic hypertension,  a common  side  effect  of 
low  potency  neuroleptics  like  chlorpromazine.  The 
usual  dose  is  5 to  10  mgs  IM  repeated  one-half  to 
one  hour  until  the  target  behavior  (agitation)  is 
achieved  or  intolerable  side  effects  like  severe  Par- 
kinsonian or  dystonic  reactions  develop  for  which 
2 mgs  IM  cogentin  can  be  given.  These  drugs  are 
very  safe,  usually  there  is  no  well  established  upper 
limit,  but  dosage  levels  up  to  60  mgs  in  24  hours 
have  been  found  to  be  safe  and  effective.  This  pro- 
cedure of  medication  administration  is  called  ‘ ‘rapid 
neuroleptization.  ” 

The  alternative  drugs  are  the  benzodiazepines, 
especially  diazepam  (IV)  or  lorazepam  (IM)  in  dos- 
age of  10  mg  or  2 mg  respectively.  These  drugs  are 
the  first  choice  in  cases  of  alcohol  withdrawal  and 
psychosis  associated  with  PCP  abuse. 

If  the  patient  does  not  respond  to  any  of  the  above 
interventions,  the  ultimate  method  of  behavior  con- 
trol is  the  use  of  seclusion  and  restraints.  Contrary 
to  common  impression,  judicious  use  of  seclusion 
and  restraints  does  not  interfere  with  future  thera- 
peutic alliance  as  their  use  relieves  the  patient  of 
his  own  fearful  and  overwhelming  destructive  im- 
pulses. There  should  be  a written  policy  in  every 
hospital  for  the  safe  and  effective  implementation 
of  seclusion  and  restraint  procedure.  The  important 
guidelines  are  outlined  in  Table  II. 

DISPOSITION 

The  final  decision  pertains  to  the  transfer  of  the 
patient  to  a more  suitable  facility.  Psychiatric  con- 
sultation should  always  be  sought  if  available  in 
making  an  appropriate  disposition.  The  majority  of 
actively  violent  or  potentially  violent  patients  need 
to  be  hospitalized  for  further  observation,  evaluation 
and  treatment,  especially  if  your  clinical  diagnosis 
favors  psychiatric  illness,  e.g.  psychosis,  mania, 
drug  induced  psychosis,  etc.  However,  if  in  your 
opinion  the  patient  does  not  suffer  from  a mental 
illness  or  medical  condition,  and  is  a habitual  of- 
fender (e.g.  antisocial  personality  disorder),  he  or 
she  should  be  referred  to  the  legal  authorities. 

If  you  decide  that  the  patient  needs  hospitalization 
and  he  refuses  to  sign  voluntarily,  emergency  com- 
mitment for  involuntary  hospitalization  should  be 
immediately  started  by  contacting  the  County  At- 
torney’s Office.  Do  not  discharge  a patient  who  is 
mentally  ill  and  dangerous  to  the  community  even 


if  he  agrees  to  outpatient  care;  if  he  refuses  the 
voluntary  admission,  you  will  be  held  legally  re- 
sponsible if  he  hurts  himself  or  others.^® 


TABLE  II 

Guidelines  for  Seclusion  and  Restraints 

1.  The  seclusion  room  should  have  a lock  from  the 
outside. 

2.  It  should  have  a window  in  the  door  for  monitoring 
and  observation. 

3.  Always  inform  the  patient  what  you  plan  to  do  and 
why. 

4.  Have  at  least  four  security  guards  assigned  to  each 
extremity  and  carrying  leather  restraints. 

5.  Calmly  tell  the  patient  that  he  will  be  put  into  re- 
straints and  without  any  delay  ask  the  security  guards 
to  restrain  the  patient. 

6.  Restraints  should  be  placed  so  that  IV  fluids  can  be 
given  if  need  arises. 

7.  Check  if  the  restraints  are  adequately  fastened.  Also 
check  for  adequate  circulation  periodically. 

8.  Raise  the  patient’s  head  slightly  in  order  to  reduce 
the  risk  of  aspiration. 

9.  Make  frequent  visits  for  assessment,  giving  reas- 
surance to  the  patient,  and  to  assess  for  further  need 
for  medication. 

10.  When  the  patient  shows  better  control  (verbal  and 
non-verbal)  and  takes  medication  when  offered,  tell 
him  that  you  will  remove  one  restraint  at  a time, 
with  periodic  reassessments  with  the  goal  of  taking 
him  out  of  restraints. 

11.  Once  out  of  restraints,  the  patient  should  remain  in 
the  locked  seclusion  room  for  sometime  to  avoid 
excess  stimulation  and  for  continued  assessment. 

12.  Meticulously  document  the  reason  and  rationale  for 
seclusion  and  restraint,  and  the  course  of  treatment. 


CONCLUSION 

Physicians,  especially  those  working  in  the  emer- 
gency room,  frequently  deal  and  work  with  violent 
or  potentially  violent  patients.  Only  if  we  are  aware 
of  the  basic  facts  and  risk  factors  and  are  familiar 
with  the  fundamental  techniques  in  their  manage- 
ment, can  we  master  our  own  anxiety  and  develop 
the  necessary  skills  to  evaluate  and  manage  violent 
patients  in  a safe  and  professional  manner.  Failure 
to  do  so  may  result  in  tragic  consequences  with 
profound  legal  implication  for  both  the  patient  and 
the  clinician. 
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Members  FDIC  © 1987  Norwest  Banks  Equal  Opportunity  Lenders 


Littmann®  Classic  II 
Stethoscope 


You  can  hear 
the  difference. 


KREISERS  INC. 


1220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St. 

Sioux  Falls,  SD  Sioux  City,  Iowa  Rapid  City,  SD 

605/3361155  712/2520505  605/342-2773 


1724  8th  Ave.  N. 
Billings,  MT 
406/252-9309 
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■Letters  To  The  Editor 


I would  like  to  take  this  opportunity  to  thank  you 
and  your  organization  (SDSMA)  for  funding  the 
South  Dakota  State  Medical  Association  award  I 
recently  received.  I am  currently  a sophomore  med- 
ical student  at  USD  School  of  Medicine.  The  eco- 
nomic help  provided  by  your  organization  is  greatly 
appreciated. 

Sincerely 
Robert  Timmerman 


I would  like  to  express  my  sincere  thanks  for  the 
$500.00  South  Dakota  State  Medical  Association 
Award  that  I received  for  the  1987-1988  medical 
school  year.  I was  extremely  pleased  and  the  award 
will  contribute  much  to  my  medical  education.  As 
you  are  aware  of,  the  costs  of  a medical  education 
are  very  significant  and,  without  the  help  of  asso- 
ciations like  yours,  adequate  financing  of  a medical 
education  would  simply  be  impossible.  Once  again, 
thanks  for  contributing  to  my  medical  education 
and,  I assure  you,  the  money  will  be  put  to  good 
use.  It  is  very  much  appreciated. 

With  sincere  thanks, 
Kelly  Pomerenke,  MS  III 


Baccus  has  drowned 
more  men  than  Neptune. 


JERRY  MAGINN  WYETH 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Family  Practice 
Helena,  Montana 

Excellent  medical  opportunity  in  heart 
of  the  Big  Sky  Country.  I am  a solo 
Family  Practitioner  and  really  in  need 
of  help.  Grossed  340K  last  year.  Stable 
community  economy.  Ideal  hunting, 
fishing,  camping  and  skiing.  Call  406- 
449-4800  if  you  are  looking  for  a unique 
opportunity. 

or  contact:  Family  Care 

Capital  Hill  Mall 
Helena,  MT  59601 
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This  Is  Your  Medical  Association 


Dr.  Ron  Lawrence  of  Mobridge  has  been  named 
to  a seat  on  the  South  Dakota  Board  of  Examiners 
for  Nursing  Home  Administrators,  by  Governor 
Mickelson.  Dr.  Lawrence  will  serve  until  July  1, 
1989. 

I 

* sH 

“To  Cross  the  River  Barriers”  is  the  title  of  a new 
book  by  Dr.  Brooks  Ranney  of  Yankton.  The  book 
describes  the  actions  of  the  181st  Engineer  Heavy 
Ponton  Battalion  during  World  War  II. 

* * * Hs 

Scott  Purintun,  M.D.,  began  his  internal  medicine 
practice  in  Britton.  He  is  a native  of  South  Dakota. 
He  was  bom  in  Vermillion  and  grew  up  in  DeSmet. 
He  received  his  medical  degree  from  the  University 
of  South  Dakota  Medical  School  in  1984.  He  just 
completed  a residency  in  internal  medicine  in  Sioux 
Falls. 

Dr.  Purintun  has  more  than  700  hours  experience 
staffing  the  emergency  room  on  weekends  at  hos- 
pitals in  Huron,  Mitchell  and  Yankton. 

Dr.  Purintun  and  his  wife,  Trisha,  have  4 chil- 
dren. Trisha  is  also  a native  of  South  Dakota,  being 
originally  from  Pierre. 

* * * * 

Dr.  William  Taylor,  internal  medicine,  Aberdeen, 
has  been  appointed  South  Dakota’s  newest  state  sen- 
ator. Governor  Mickelson  appointed  Dr.  Taylor  to 
serve  out  the  term  of  Dave  Laustsen,  who  resigned. 
Dr.  Taylor,  who  is  no  stranger  to  politics,  says  he 
will  mn  for  election  in  1988.  Dr.  Taylor  is  a past 
president  of  the  South  Dakota  State  Medical  As- 
sociation. 


West  River  Mental  Health  Center  has  a new  psy- 
chiatrist, Dr.  Steve  Manlove.  Dr.  Manlove,  a na- 
tive of  Virginia,  works  at  the  center’s  four  offices 
in  Western  South  Dakota;  Custer,  Hot  Springs, 
Spearfish  and  Rapid  City. 

He  received  his  medical  degree  from  the  Uni- 
versity of  Minnesota  Medical  School,  Minneapolis 
in  1982  and  completed  an  internship  and  residency 
in  psychiatry  and  internal  medicine  in  1987  at  the 
University  of  Virginia  Medical  Center,  Charlottes- 
ville, Virginia. 

Dr.  Manlove  spent  summers  in  the  Black  Hills 
as  a child  and  has  always  been  interested  in  this 
area.  He  and  his  wife  and  two  children  now  live  in 
Custer. 

* * sfs  * 

Dr.  Duane  Reaney,  of  Yankton,  has  been  ap- 
pointed to  a four  year  term  on  the  Sacred  Heart 
Hospital  Board  of  Tmstees.  Dr.  Reaney,  a longtime 
Yankton  physician,  is  a past  president  of  the  South 
Dakota  State  Medical  Association. 

* * * H« 

Shirley  Ryan,  Sioux  Falls,  a past  president  of  the 
South  Dakota  State  Medical  Association  Auxiliary, 
participated  in  the  13  mile  mn  up  Pike’s  Peak,  Col- 
orado in  August.  She  finished  the  mn  in  4 hours  45 
minutes.  Her  next  conquest  — to  bike  across  Iowa. 

* * * * 

Edward  T.  Zawada,  Jr.,  M.D.,  an  internal  med- 
icine and  nephrology  physician  in  Sioux  Falls,  has 
been  appointed  chairman  of  the  Department  of  In- 
ternal Medicine  at  the  University  of  South  Dakota 
School  of  Medicine. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


Culbert 

Davis  Co. 
» 


Mailing  Address: 
P.O.  Box  1234 


TOUly  K nJtptMJtu 


SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 


ance 


AFTER  BUSINESS  HOURS  CALL: 

DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 

336-1090 
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Future  Meetings 


November 

81st  Annual  Scientific  Assembly,  San  Antonio,  Tex.,  Nov. 
1-4.  Contact:  Linda  Willingham,  Southern  Medical  Asso., 
P.O.  Box  19088,  Birmingham,  AL  35219-0088.  Phone:  800- 
423-4992. 

Diagnostic  Radiology  Seminars,  Westin  Hotel,  Maui,  Hawaii, 
Nov.  2-6.  Fee:  $495.  22 V2  hrs.  AMA  Category  I credit. 
Contact:  Radiology  Postgraduate  Educ.,  Rm.  C-324,  U.  of 
Calif.  Scl.  of  Med.,  San  Francisco,  CA  94143-0628.  Phone: 
(415)  476-5731. 

Seventh  Annual  National  Conference  on  Suicide,  Topeka, 
Kans.,  Nov.  5-6.  Fee:  $135.  10  hrs.  AMA  Category  I credit. 
Contact:  Brenda  Vink,  Conf.  Cood.,  Div.  of  Cont.  Educ., 
The  Menninger  Found.,  Box  829,  Topeka,  KS  66601.  Phone: 
(913)  273-7500,  ext.  5991. 

Mothers  Daughters  Sisters,  Holiday  Inn  E.,  St.  Paul,  Minn., 
Nov.  6-7.  Fee:  $85.  8V2  hrs.  AMA  Category  I credit.  Con- 
tact: St.  Paul-Ramsey  Medical  Ctr.,  CME,  640  Jackson  St., 
St.  Paul,  MN  55101.  Phone:  (612)221-3992. 

Outcome  Measures  in  Pain  Research  and  Treatment:  a Sur- 
vival Issue,  Chicago,  111.,  Nov.  6-7.  Contact:  Am.  Academy 
of  Pain  Med.,  43  E.  Ohio,  Ste.  914,  Chicago,  IL  60611. 
Phone:  (312)  645-0083. 

Automated  Percutaneous  Discectomy  Workshop,  Hyatt  Re- 
gency Hotel,  San  Francisco,  Calif.,  Nov.  14-15.  Fee:  $1000. 
8 hrs.  AMA  Category  I credit.  Contact:  Registration  Off., 


Radiology  Postgraduate  Educ.  U.  of  Calif.,  Rm.  569-U,  San 
Francisco,  CA  94143-0766.  Phone:  (415)  476-5731. 

1987  National  Institute  on  Health  Care  Leadership  and 
Management,  Westin  La  Paloma,  Tucson,  Ariz.,  Nov.  17- 
20.  A selection  of  12  course  offerings.  Fee:  varies  with  each 
course.  Credit,  hrs.  avail.  — varies.  Contact:  AAMDInstit., 
4830  W.  Kennedy  Blvd.,  Ste.  648,  Tampa,  FL  33609-2517. 
Phone:  (813)  873-2000. 

Growth  in  Children,  Radisson  Univ.  Hotel,  Minneapolis, 
Minn.,  Nov.  18.  AMA  credit  hrs.  avail.  Contact:  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 


December 

Reconstructive  Surgery  of  the  Hand,  Westchester  Marriott 
and  NY  Med.  College,  Valhalla,  NY,  Dec.  4-6.  Fee:  $800. 
20  hrs.  AMA  Category  I credit.  Contact:  Am.  Society  for 
Surg.  of  the  Hand,  3025  S.  Parker  Rd.,  Ste.  65,  Aurora, 
CO  80014. 

Doppler  Ultrasound  Symposium,  Alexandria,  Virginia,  Dec. 
7-1 1 . 30  hrs.  AMA  Category  I credit.  Contact:  Lisa  Krehbiel, 
Instit.  for  Med.  Studies,  30131  Town  Center  Dr.,  Ste.  215, 
Laguna  Niguel,  CA  92677.  Phone:  (714)  495-4499. 

Cardiology  Update,  McCormick  Ctr.  Hotel,  Chicago,  111., 
Dec.  8-10,  12  hrs.  AMA  Category  I credit.  Contact:  Lisa 
Krehbiel,  Instit.  for  Med.  Studies,  30131  Town  Center  Dr., 
Ste.  215,  Laguna,  CA  92677.  Phone:  (714)  495-4499. 


EMERGENCY  PHYSICIAN 
NEEDED 

ABEM  certified  or  prepared  emergency 
physician  needed  to  join  five  other  EP’s. 
Modern  emergency  department  in  390- 
bed  community  hospital  with  20,000 
patient  visits  annually  (increasing  re- 
lentlessly). Located  in  the  Black  Hills. 
Rapid  City  offers  mild  climate,  fantastic 
winter  and  summer  recreation,  excel- 
lent schools.  Outstanding  salary  and 
full  corporate  benefits  after  only  one 
year. 

Contact: 

Gregory  J.  Iverson,  M.D.,  FACER 
Rapid  City  Regional  Hospital 
P.O.  Box  6000 
Rapid  City,  SD  57709 
or  phone:  (605)  341-8222 


BREAST  CANCER: 

CURRENT  CONCEPTS  AND  CONTROVERSIES 

1987  HOWARD  B.  HUNT  CANCER  SEMINAR 
SATURDAY  — DECEMBER  5,  1987 

METHODIST  HOSPITAL 
OAAAHA,  NEBRASKA 
CONTINUING  EDUCATION  CENTER 

SEMINAR  WILL  FEATURE  THE  FOLLOWING 
GUEST  LECTURERS: 

SYDNEY  E.  SALMON,  M.D. 

PROFESSOR  OF  INTERNAL  MEDICINE  AND 
DIRECTOR,  ARIZONA  CANCER  CENTER 
UNIVERSITY  OF  ARIZONA  AT  TUCSON 

ROBERT  L GOODMAN,  M.D. 

CHAIRAAAN,  DEPARTMENT  OF  RADIATION  THERAPY 
HOSPITAL  OF  THE  UNIVERSITY  OF  PENNSYLVANIA 
IN  PHILADELPHIA 

WILLIAM  L.  DONEGAN,  M.D. 

PROFESSOR  OF  SURGERY 
MEDICAL  COLLEGE  OF  WISCONSIN 
CHIEF  OF  SURGERY,  MOUNT  SINAI  MEDICAL  CENTER 
IN  MILWAUKEE,  WISCONSIN 

For  further  information  contact: 

(402)  390-4035. 
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Elder  Abuse  in  South  Dakota: 

Part  2:  What  Can  We  Do  About  It? 


HEALTH  SCIENCES  LIBHARV 
UNIVERSITY  OF  MARYLAND 
BALTIMORE 


USD  School  of  Medicine 
Circadian  Renal  Excretory  Rhythm  in 
Spontaneously  Hypertensive  and 
Wistar-Kyoto  Rats 
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BECU  MOT  10  cute. 
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“We  Understand  Your  Frustration.  ” 


DOYLE  N.  ROGERS.  MD.  FCAP.  JD 
Chairman.  President.  CEO 


yiTou  don’t  need  to  be  told  how  tough 
A.  the  last  Jew  years  have  been  in 
the  professional  liability  arena.  You've 
faced  escalating  premiums,  escalating 
awards  and  escalating  frustrations, 
regardless  who  insures  you. 

“From  our  side  of  the  table,  we’ve 
struggled  with  diminishing  rein- 
surance, exhorbitant  claims  costs 
and  an  industry-wide  change  in 
our  type  of  insurance  policy.  Through- 
out,  ICA  has  strived  to  maintain  a 
strong  balance  sheet,  because  our 
financial  stability  is  your  only  real 
guarantee  that  we’ll  be  here  if  you 
need  us. 

So,  we  made  tough  and  some- 
times, unpopular,  decisions. 
But  the  bottom  line  is  this: 
We’ve  positioned  ourselves  as 
a strong  force  in  the  profes- 
sional liability  business,  for 
today  and  tomorrow. 

“We’ll  be  here  f you  need  us. 
That’s  what  we  both  want.  At 
ICA,  we’re  committed  to  protect- 
ing your  practice.’’ 


insurance 

CORPORATION 
m OF  AM  ERICA 

Houston,  Texas  (713)871 -8 100 
The  Professional  Liability  Speeialist 


Put  an  end 
to  those  monthly 
bookkeeping  chores. 
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Record-Keeping  Checking  Account 

For  Business,  Professionals  & Farm  Operators 


230  Fuel  Expenses 


How  it  works 

The  system  is  based  on  a set  of  cate- 
gory numbers.  Each  income  and 
expense  account  that  you  presently 
use — cash  payments,  fuel  expenses, 
materials  and  supplies — will  be  as- 
signed a specific  category  number. 

Every  time  you  write  a check,  you 
only  have  to  write  the  desired  expense 
code  number  in  the  space  provided  on 
the  Rec-Chek  check. 

Every  time  you  make  a deposit,  all 
you  have  to  do  is  write  the  appropriate 
category  number  for  income  on  the 
Rec-Chek  deposit  ticket. 

Once  this  is  completed,  Rec-Chek  is  as 
easy  to  use  as  a regular  checking  account. 
However,  the  difference  is  in  the  information 
you  will  receive. 

What  you  receive  monthly 

SUMMARY  STATEMENT — An  income  and  expenses  statement  that  provides 
current  month  and  year-to-date  information  in  both  dollars  and  percentages. 


TRANSACTION  JOURNAL — A detailed  listing  of  all  transactions  that  have 
occurred  during  the  current  month;  each  transaction  is  listed  in  an  income  or 
expense  category  in  sequence 
according  to  date. 

What  it  costs . . . You  may 

think  a checking  account  that  pro- 
vides everything  we  have  talked 
about  is  expensive.  If  so,  you'll  be 
pleasantly  surprised. 


Valley 

Banlcs 


Valley  Banks 
of  South  Dakota 

SIOUX  FALLS  • HARRISBURG  • LENNOX  • TEA 
ELK  POINT  • JEFFERSON  • NORTH  SIOUX  CITY 

Member  FDiC 
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December  is 

ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Your  contribution*  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  - BE  GENEROUS! 

Send  your  check  today  to: 

S.D.  Medical  Scheol  Endowment  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

* May  be  tax  deductible 
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Identification  of  those  elders  who  are  likely  to  be  abused 
along  with  intervention  strategies  are  the  focal  points 
of  this  article.  In  addition,  statistics  are  reported  as 
well  as  discussion  centering  on  legal  and  ethical  dilem- 
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Elder  Abuse  in  South  Dakota: 

Part  2:  What  Can  We  Do  About  It? 


Identification  of  those  elders  who  are  likely  to  be  abused  along  with  intervention 
strategies  are  the  focal  points  of  this  article.  In  addition,  statistics  are  reported  as 
well  as  discussion  centering  on  legal  and  ethical  dilemmas  encountered  when  working 
with  the  problem  of  elder  abuse. 

Douglas  J.  Soule,  Ph.D.* 

Jeanne  M.  Bennett,  B.S.t 


ABSTRACT 

This  is  the  second  article  of  a two  part  series 
which  examines  the  problem  of  abuse  of  elderly 
persons  living  at  home.  Occurring  at  about  the 
same  rate  as  child  abuse,  elder  abuse  is  fre- 
quently an  invisible  problem  that  tends  to  be 
overlooked  and  underreported. 

Naturally,  the  first  step  in  solving  any  prob- 
lem is  knowing  that  the  problem  exists.  As 
public  awareness  of  the  elder  abuse  problem  grows, 
it  has  become  apparent  that  certain  groups  of  in- 
dividuals or  certain  home  situations  are  at  high  risk 
for  elder  abuse  to  develop.  It  is  generally  reported 
that  the  typical  abuse  victim  is  a female  over  the 
age  of  70  with  increasing  care  needs  who  lives  at 
home  with  relatives.  High  risk  groups  for  family- 
mediated  abuse  or  neglect  include  the  following: 

• Elderly  persons  living  at  home  with  increasing 
mental  or  physical  disability. 

• Elderly  persons  under  the  care  of  a “stressed 
caretaker”  (other  family  responsibilities,  job 
or  financial  pressures,  frustrated  with  caring 
for  elder). 

• Elderly  persons  from  “violent”  families  (his- 
tory of  child  or  spouse  abuse). 

• Elderly  persons  with  “pathological”  caregiv- 
ers (alcohol/drug  abusers,  retarded  or  men- 
tally disturbed  caregivers).^ 

Abuse  is  often  a recurring,  cyclic  event,  and  it 
can  become  progressively  more  severe  over  the 
course  of  time.  Identification  of  abuse  in  its  earliest 


*Professor,  Department  of  Psychiatry,  USD  School  of  Medi- 
cine, Sioux  Fdls,  SD. 

tMedical  Student  III,  USD  School  of  Medicine,  Vermillion, 
SD. 


In  the  first  article,  we  looked  at  who  is  being 
abused,  why  the  cycle  of  abuse  occurs,  and  how 
the  victims  are  mistreated.  In  this  article,  we  will 
focus  on  what  can  and  should  be  done.  Our  pri- 
mary topics  will  be  identification,  intervention, 
and  follow-up. 

stages  may  be  extremely  difficult  to  detect  because 
its  effects  on  the  elderly  person  may  be  kept  hidden 
from  the  outside  community.  According  to  Bookin 
and  Dunkle,  “Differential  access  of  various  profes- 
sions to  the  elderly  victim  over  the  course  of  the 
abuse  may  also  account  for  some  of  the  problems 
workers  experience  in  detecting  maltreatment.  It  is 
possible  that  some  human  service  professionals  — 
such  as  caseworkers  or  community  mental  health 
workers  — are  more  likely  to  come  into  contact 
with  a victim  of  abuse  when  the  abuse  is  in  its  early 
stages  and  symptoms  are  much  more  subtle  or  easily 
concealed.  Other  professionals  — such  as  physi- 
cians and  nurses  — may  be  more  likely  to  see  vic- 
tims of  elder  abuse  after  the  maltreatment  has  pro- 
gressed and  symptoms  of  abuse  are  much  more 
visible.  ”2 

In  an  article  advocating  intervention  in  elder  abuse 
cases,  Elizabeth  Podnieks  suggests  that  some  of  the 
indicators  of  physical  abuse  that  should  trigger  fur- 
ther investigation  include  unexplained  alopecia, 
abrasions,  bruises,  bums,  bumps,  contusions,  falls, 
fractures,  grip  marks,  hematomas,  immobility,  in- 
fections, internal  injuries,  lacerations,  pain,  re- 
stricted movement,  ropemarks,  swelling,  tender- 
ness, ulcers,  and  welts.  Behavioral  indicators  of 
abuse  may  include  agitation,  anxiety,  dejection,  ex- 
citability, fear,  humility,  unusual  quietness,  resig- 
nation, or  unresponsiveness. ^ Sometimes  the  pre- 


NOVEMBER1987 


5 


senting  behavior  of  the  elderly  person  or  the  caregiver 
is  unusual  enough  to  warrant  further  assessment  re- 
garding elder  abuse.  Sometimes  cases  of  elder  abuse 
present  in  a manner  similar  to  child  abuse  situations 
such  as  the  following: 

• Cases  where  the  stated  medical  history  does 
not  coincide  with  the  injury. 

• Cases  involving  repeated  injuries  or  unex- 
plained accidents. 

• Cases  where  the  elder  is  reluctant  to  provide 
answers  and  waits  for  the  caregiver  to  answer. 

• Cases  where  the  caregiver  is  inappropriately 
defensive,  makes  excuses,  or  is  hostile  or  ir- 
ritable. 

• Cases  where  the  caregiver  does  not  want  the 
elder  to  be  interviewed  alone. ^ 

Once  abuse  is  suspected,  what  should  be  done 
about  it?  Thirty-seven  states,  as  of  January  1986, 
have  mandatory  elder  abuse  reporting  statutes,  four 
states  have  voluntary  reporting  statutes,  and  nine 
states,  including  South  Dakota,  have  no  mandatory 
reporting  statutes.^  The  state  statutes  which  require 
health  care  professionals  to  report  cases  of  suspected 
abuse  vary  from  state  to  state  but  there  are  some 
similarities.  All  but  three  states  protect  the  person 
reporting  abuse  from  civil  or  criminal  liability.  Most 
states  define  specifically  what  constitutes  abuse  or 
neglect.  Most  states  lay  the  groundwork  for  han- 
dling reported  abuse  cases  by  1)  naming  the  agency 
which  should  receive  the  report,  2)  giving  a time 
frame  for  initiating  the  investigation,  3)  providing 
for  court-ordered  access  to  a victim’s  residence  where 
permission  for  access  has  been  denied,  and  4)  pro- 
tecting the  rights  of  the  abused  person  to  refuse 
services.  In  a few  states,  failure  to  report  abuse  cases 
is  a misdemeanor  or  can  cause  licensing  penalties.® 
It  is  important  for  health  care  professionals  to  be- 
come informed  on  the  requirements  of  their  own 
state. 

In  South  Dakota,  there  is  no  mandatory  reporting 
statute.  However,  a new  state  law  went  into  effect 
July  1,  1986,  which  makes  certain  forms  of  abuse 
a criminal  offense.  Senate  Bill  292  makes  abuse  or 
exploitation  of  a disabled  adult  a Class  6 felony  in 
which  the  maximum  penalty  can  be  a $2,000  fine, 
two  years  in  the  state  penitentiary,  or  both. 

Section  1 of  the  new  law  defines  disabled  adult 
as  “a  person  eighteen  years  of  age  or  older  who 
suffers  from  a condition  of  mental  retardation,  in- 
firmities of  aging  as  manifested  by  organic  brain 
damage,  advanced  age  or  other  physical  dysfunc- 
tioning  to  the  extent  that  the  person  is  unable  to 
protect  himself  or  provide  for  his  own  care.  ’ ’ Abuse 
is  defined  as  “physical  harm,  bodily  injury,  or  in- 
fliction of  fear  of  imminent  physical  harm  or  bodily 


injury  on  a disabled  person.”  Exploitation  is  de- 
fined as  “wrongful  taking  or  exercising  of  control 
over  property  of  a disabled  adult  with  intent  to  de- 
fraud him  of  it.”"^  This  new  law  pertains  to  both 
formal  caregivers  (such  as  nursing  homes)  and  in- 
formal caregivers  (such  as  relatives  taking  care  of 
the  elderly  person  in  their  homes). 

Despite  having  no  mandatory  reporting  law.  South 
Dakota  Department  of  Social  Services  received  455 
reports  of  suspected  abuse  of  adults  in  the  year  and 
a half  between  July  1,  1984,  and  January  31,  1986. 
These  figures  include  all  adults  over  age  18,  not 
just  elderly  abuse  victims.  Of  these  455  reported 
cases,  333  or  73  percent  were  actually  found  to 
involve  abuse  of  some  sort  or  high  risk  for  abuse. * 

Next  comes  the  question  of  what  can  or  should 
be  done  to  help  the  abuse  victim.  Some  people  sug- 
gest that  one  should  keep  in  mind  certain  very  im- 
portant ethical  issues  regarding  the  care  and  treat- 
ment of  the  elderly.  Ethical  principles  that  have  been 
suggested  for  use  when  designing  intervention  strat- 
egies include  beneficence,  autonomy,  and  non- 
maleficence.^ 

Beneficence,  in  the  context  of  elder  abuse  re- 
porting statutes,  means  to  act  to  remove  harm,  to 
prevent  harm,  and  to  provide  benefits.  Generally, 
all  mandatory  reporting  statutes  have  this  ethical 
principle  as  a primary  purpose. 


Abuse  is  often  a recurring,  cyclic  event,  and  it 
can  become  progressively  more  severe  over  the 
course  of  time. 


Autonomy  is  the  principle  that  respects  the  el- 
derly person’s  self-determination  over  self-govern- 
ing actions  and  choices.  This  principle  is  usually 
respected  in  cases  where  the  individual  is  considered 
competent,  but  the  distinction  between  competence 
and  incompetence  is  sometimes  hard  to  determine. 
Statutes  that  mention  providing  protective  services 
often  stipulate  that  the  services  are  not  to  be  pro- 
vided without  the  consent  of  the  abused  person. 
Estimates  suggest  that  up  to  40  percent  of  allegedly 
abused  elderly  persons  refuse  intervention  and  pro- 
tective services.*® 

The  ethical  principle  of  nonmaleficence  requires 
that  no  harm,  intentional  or  nonintentional,  be  in- 
flicted on  others.  Mandatory  abuse  statutes  do  have 
the  potential  for  harm.  For  example,  erroneous  rec- 
ords may  be  compiled  which  can  be  difficult  to 
correct.  Also  potentially  harmful  is  the  ordeal  of 
competency  hearings  for  an  elderly  person.  And 
finally,  intervention  in  certain  abuse  cases  means 
that  the  older  person  will  not  be  allowed  to  return 
home,  but  instead,  must  be  institutionalized.  This 
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too,  can  be  harmful  to  some  individuals,  despite 
being  apparently  in  the  best  interests  of  the  elderly 
person." 

Once  a suspected  case  is  reported  to  the  appro- 
priate agency,  investigation  and  assessment  of  the 
situation  ensue.  Access  to  the  alleged  abuse  victim 
may  be  the  first  obstacle  to  be  encountered.  Access 
is  not  as  easy  when  the  elder  is  at  home  as  it  is 
when  he  or  she  is  taken  to  an  emergency  room, 
doctor’s  office,  or  hospital.  Because  competent 
adults  have  the  right  to  refuse  services,  many  states 
do  not  provide  legally  mandated  access,  although  a 
few  states  do  have  such  provisions.  This  can  create 
something  of  an  ethical  dilemma  — the  patient  has 
the  right  to  privacy,  yet  the  physician  must  strive 
to  provide  the  patient  with  options  leading  to  max- 
imum health,  comfort,  and  Unction. 


Identification  of  abuse  in  its  earliest  stages  may 
be  extremely  difficult  to  detect  because  its  effects 
on  the  elderly  person  may  be  kept  hidden  from 
the  outside  community. 


The  current  trend  seems  to  be  the  use  of  a team 
approach  in  handling  assessment  and  intervention 
of  suspected  abuse  cases.  Paula  Tamme,  Guardi- 
anship Program  Coordinator,  Office  of  the  Om- 
budsman in  Frankfort,  Kentucky,  emphasizes  the 
importance  of  a holistic  approach  to  the  assessment 
process.  She  writes,  “A  comprehensive,  multidi- 
mensional assessment  is  essential  for  the  accurate 
determination  of  the  client’s  degree  of  endanger- 
ment  and  the  need  for  prescriptive  actions.  This 
multidimensional  assessment  measures  many  as- 
pects of  the  individual’s  life:  physical  health,  mental 
functioning,  social  supports,  economic  resources, 
and  daily  functioning.”" 

Curtis  B.  Clark,  M.D.  explains  how  a Geriatric 
Abuse  Intervention  Team  (GAIT)  was  formed  as  a 
part  of  the  Family  Practice  program  at  the  University 
of  Tennessee  Center  for  the  Health  Sciences,  Jack- 
sonville, Tennessee.  He  relates  the  success  of  the 
GAIT  to  several  factors  including  interested,  ca- 
pable collaborators  with  a willingness  to  cooperate 
and  share  authority  with  other  professionals  in  the 
interest  of  serving  best  the  patient’s  needs.  Members 
of  their  original  GAIT  team  included: 

• A famUy  physician  with  25  years  of  experience 
and  a strong  personal  interest  in  the  elderly. 

• A clinical  psychologist  experienced  in  helping 
families  deal  with  aging  problems. 

• Two  residents  who  volunteered  because  of  in- 
terest in  geriatrics. 

• A registered  pharmacist. 


• Director  of  the  regional  Department  of  Social 
Services. 

• Nurse  clinicians  who  taught  in  the  residency 
program. 

• A doctoral  medical  educator  who  coordinated 
and  evaluated  the  educational  aspect  with  re- 
gards to  the  residency  program. 

Dr.  Clark  discusses  the  philosophy  behind  their 
team  approach,  “We  believe  that  to  deal  with  the 
complex  issues  of  the  health  care  system,  in  order 
to  be  most  effective  the  physician  must  work  as  a 
member  of  a health  care  team.  In  so  doing  we  must 
be  willing  to  broaden  our  own  personal  education 
as  well  as  that  of  colleagues  in  all  fields,  of  society, 
and  of  those  who  need  the  services  of  such  a team.  ’ ’ " 
One  advantage  to  the  team  approach  is  that  it 
offers  several  approach  options  and  may  allow  ac- 
cess to  clients  who  are  initially  reticent  to  allow 
themselves  to  be  evaluated.  An  intervention  team 
is  likely  to  encounter  one  of  four  basic  client  types, 
according  to  a comprehensive  study  by  Massachu- 
setts Legal  Research  and  Services  for  the  Elderly: 

• Mentally  competent  client  who  consents  to 
services. 

• Mentally  competent  client  who  refuses  serv- 
ices. 

• Client  who  appears  mentally  incompetent  (re- 
gardless of  willingness  to  cooperate). 

• Client  who  is  in  imminent  danger  (emergency 
situations)." 

In  the  first  two  situations,  the  competency  of  the 
elderly  person  is  recognized  and  their  choices  re- 
garding services  must  be  respected.  However,  in 
the  case  of  apparently  incompetent  clients  or  those 
in  emergency  situations,  legal  intervention  may  be 
required  such  as  psychiatric  hospitalization,  ad- 
judication of  disability,  or  emergency  court  order 
authorizing  medical  care,  surgery,  or  protective 
placement." 

After  assessing  the  client’s  situation,  the  team 
must  then  design  a service  plan  that  maximizes  the 
independence  of  the  elder,  yet  protects  him  or  her 
from  further  abuse  and  provides  for  currently  unmet 
needs.  This  is  most  effectively  carried  out  if  it  is 
handled  in  a non-accusatory  or  blameless  way. 

Intervention  strategies  should  be  directed  at  both 
protecting  the  abuse  victim  and  helping  the  abuser 
cope  with  his  situation.  There  are  a variety  of  home 
services  that  are  specifically  designed  with  these 
two  purposes  in  mind.  For  elders  living  alone,  serv- 
ices such  as  Meals  on  Wheels,  personal  care  serv- 
ices, transportation  services,  visiting  nurses,  and 
home  chore  services  can  lessen  the  neglect  that  comes 
from  isolation.  For  elders  living  with  relatives,  nu- 
merous respite  services  are  becoming  available  to 
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lessen  the  burdens  of  caring  for  a disabled  and  de- 
pendent elder  such  as  adult  day  care,  temporary 
respite  care,  counseling  and  education  for  care- 
givers.^'^ 

Service  plans  must  remain  flexible  and  retain  their 
ability  to  change  with  the  changing  care  needs  of 
the  individuals  involved.  By  providing  for  these 
different  stages  in  an  elder’s  care,  the  continuum 
of  services  available  may  make  institutionalization 
the  final  choice  for  care  of  the  elder. 

In  conclusion,  we  wish  to  emphasize  the  impor- 
tance of  recognizing  elder  abuse  while  still  in  its 
early  stages.  Often  the  victim  of  elder  abuse  is  as 
helpless  as  a child  with  respect  to  being  able  to 
correct  the  abusive  situation.  If  abuse  is  detected 
during  its  early  stages,  counseling  and  educating  the 
caregiver  in  the  techniques  of  handling  an  increas- 
ingly dependent  elder  can  be  extremely  effective, 
cost-efficient  remedy  for  elder  abuse. 

Watch  for  the  subtle  signs  of  elder  abuse.  If  abuse 
is  suspected,  notify  the  appropriate  agency  for  your 
area.  Your  action  can  help  bring  beneficial  change 
to  an  elderly  person’s  life. 
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Brief  Summary.  Consult  the  package  literature  for  prescribing  ■ 
information.  Indications  and  Usage:  Keflet®  Tablets  (cephalexin,  Distajl 
are  indicated  for  the  treatment  of  the  following  infections  when  caused  by  I 
susceptible  strains  of  the  designated  microorganisms:  ■ 

Respiratory  tract  infections  caused  by  Stre0ococcus  pneumoniae  and  . 
group  A /3-hemolytic  streptococci  (Penicillin  is  the  usual  drug  of  - 
choice  in  the  treatment  and  prevention  of  streptococcal  infections, 
including  the  prophylaxis  of  rheumatic  fever.  Keflet  is  generally  effec-  i 
tive  in  the  eradication  of  streptococci  from  the  nasopharynx:  however, 
substantial  data  establishing  the  efficacy  of  Keflet  in  the  subsequent 
prevention  of  rheumafic  fever  are  not  available  at  present.) 
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cocci, streptococci,  and  Neisseria  catarrhalis 
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Bone  infections  caused  by  staphylococci  and/or  Proleus  mirabilis 
Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli,  P mirabilis,  and  Klebsiella  sp. 
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during  therapy.  Renal  function  studies  should  be  performed  when  indicated. 
Contraindication:  Keflet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  of  antibiofics. 
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MADE  concerning  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND  V 
PENICILLIN.  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN^ 
SENSITIVE  PATIENTS. 
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icity  of  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (Including  anaphylaxis)  to  both  drugs.  | 

Any  patient  who  has  demonstrated  some  form  of  allergy,  particularly  to  ( 
drugs,  should  receive  antibiotics  cautiously.  No  exception  should  be  made  \ 
with  regard  to  Keflet.  ij 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad-  a 
spectrum  antibiotics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins);  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  of  antibiotics.  i? 
Such  colitis  may  range  in  severity  from  mild  to  life-threatening.  K 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the  w 

colon  and  may  permit  overgrowth  of  Clostridia.  Studies  Indicate  that  a | 

toxin  produced  by  Clostridium  difficile  is  one  primary  cause  of  antibiotic-  I 
associated  colitis.  « 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug  dis-  •'  ‘ 
continuance  alone.  In  moderate  to  severe  cases,  management  should 
Include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and  fluid,  elec- 
trolyte, and  protein  supplementation.  When  the  colitis  does  not  improve  . 
after  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile . Other  causes  of  colitis  should  be  ruled  out. 
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the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  of  Keflet  may  result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  of  the  patient  is  essential.  If  superinfectlon 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs’  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion 
cross-matching  procedures  when  antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs'  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog- 
nized that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Keflet  should  be  administered  with  caution  in  the  presence  of  markedly 
impaired  renal  function.  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  safe  dosage  may  be  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  be  performed  in  conjunction  with 
antibiotic  therapy. 

As  a result  of  adminisfratlon  of  Keflet,  a false-positive  reaction  for  glu- 
cose in  the  urine  may  occur.  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Cllnitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ- 
uals with  a history  of  gasfrointestinal  disease,  particularly  colitis. 

Usage  In  Pregnancy— Pregnancy  Category  B—Jbe  daily  oral  administra- 
tion of  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  effect  on  fertility,  fetal  viability,  fetal  weight,  or  litter  size.  Note  that  the 
safety  of  cephalexin  during  pregnancy  in  humans  has  not  been  established. 

Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  of  harm,  Keflet  should  be  used  during 
pregnancy  only  If  clearly  needed. 

Nursing  Mothers— The  excretion  of  cephalexin  in  the  milk  increased  up  to 
4 hours  after  a 500-mg  dose;  the  drug  reached  a maximum  level  of  4 yi^mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration. 
Caution  should  be  exercised  when  Keflet  is  administered  to  a nursing  woman. 
Adverse  Reactions:  Gastrointestinal—Symploms  of  pseudomembran- 
ous colitis  may  appear  either  during  or  after  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely.  The  most  frequent  side  effect  has 
been  diarrhea.  It  was  very  rarely  severe  enough  to  warrant  cessation  of  j 
therapy.  Dyspepsia  and  abdominal  pain  have  also  occurred.  As  with  some  B 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic jaundice  have  been  reported  rarely. 

Hypersensitivity— M\erg\c  reactions  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens-Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed.  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug.  Anaphylaxis  has  also  been  reported. 

Other  reactions  have  Included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache.  Reversible 
Interstitial  nephritis  has  been  reported  rarely.  Eosinophilla,  neutropenia, 
thrombocytopenia,  and  slight  elevations  in  SCOT  and  SGPT  have  been 
reported. 
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“Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement’.’ 


ZOVIRAX 

(acydovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 


(In  controlled  studies,  recuiTences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75^  of  patients.) 


Please  see  last  fxige  of  this  advertisement  for 
brief  summary  of prescribing  infonnation. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discornfort  of  frequent  attacks 
—month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  unique  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropriate  in 
treating  all  genital  herpes  infections.  The  following 
guidelines  may  be  useful  in  weighing  the  benefity 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 

The  promptness  of  initiation  of  therapy  and/or  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  and/or  severity  of  recurrences  in  greater 
than  95%  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  75%  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a regimen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affected 
patients.  Unanswered  questions  concerning  the 
human  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy.  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg/kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg/kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/kg/day,  p.o.)  or  in 
rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg/day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  rngltg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg  kg  day 
and  25  mg/kg  day,  s.c.  The  intravenous  administra- 
tion of  100  mg/kg/day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, caused  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4-week  postdose  recovery 
phase  after  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis (1),  muscle  cramps  (2),  pars  planitis  (1), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 

capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
<10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
“Wellcome  ZOVIRAX  200“  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59*-86°F)  and  protect  from  light. 

*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 

Burroughs  Wellcome  Co..  Research  Triangle  Park.  North  Carolina  27709 
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South  Dakota  j 

Foundation  for  | 

medical  Core  1 

Medicare  Impact  Objectives  for  December  1986-December  1988 

South  Dakota  Foundation  for  Medical  Care  has  been  awarded  a two-year  contract  by  Health 
Care  Financing  Administration  (HCFA)  to  perform  functions  as  the  Peer  Review  Organization 
(PRO)  for  South  Dakota  effective  December  15,  1986.  Details  of  the  new  review  requirements 
and  criteria  to  be  used  have  been  sent  to  all  South  Dakota  physicians  and  hospitals. 

SDFMC  is  required  by  HCFA  to  set  quality  of  care  and  utilization  impact  objectives.  As  a result 
of  the  following  objectives,  SDFMC  will  be  intensifying  review  on  selected  DRGs  and  providers. 
Waiver  of  liability  will  not  apply  for  denials  in  these  areas. 

1)  Eliminate  adverse  outcomes  identified  by  HCFA  Generic  Screen. 

2)  Eliminate  adverse  outcomes,  including  premature  discharges,  for  hospitals  and/or  physi- 
cians. 

3)  Eliminate  premature  discharges  by  intensifying  review  on  claims  with  the  following  DRGs: 

a.  Pneumonia/Pleurisy  (089-090) 

b.  Heart  Failure  and  Shock  (1 27) 

c.  Esophagitis  and  Gastroenteritis  (182-183) 

d.  Medical  Back  Problem  (243) 

4)  Reduce  the  number  of  inappropriate  TURPs  in  selected  hospitals. 

5)  Reduce  the  number  of  inappropriate  admissions  by  intensifying  review  for  specific 
physicians,  and  for  the  following  DRGs: 

a.  Aftercare  W/O  History  of  Malignancy  (DRG  466-467) 

b.  Signs  and  Symptoms  W/O  Complications  (DRG  464) 

c.  Carpal  Tunnel  Release  (DRG  006) 

d.  Breast  Biopsy  for  Non-malignancy  (DRG  262) 

e.  Foot  Procedures  (DRG  225) 

f.  Adjustment  and  Psychosocial  Disorders  (DRG  425) 

g.  Red  Blood  Cell  Diseases  (DRG  395) 

h.  Viral  Illness  (DRG  421) 

i.  Otitis  Media  and  URI  (DRG  068-069) 

j.  Toxic  Drug  Effects  (DRG  449-450) 

k.  Bone  Disease  and  Septic  Arthritis  (DRG  244-245) 

l.  Esophagitis  and  Gastroenteritis  (DRG  182-183) 

m.  Degenerative  Nerve  Disorders  (DRG  012) 

n.  Seizure  and  Headache  (DRGs  024-025) 

o.  Non-operative  Eye  Disorders  (DRG  045-047) 

p.  Dysequilibrium  (DRG  065) 

q.  Epistaxis  (DRG  066) 

r.  Other  Respiratory  Diagnosis  (DRG  101-102) 

s.  Hypertension  (DRG  134) 

t.  Syncope  and  Collapse  (DRG  141-142) 

u.  Digestive  Malignancy  (DRG  1 72-1 73) 

V.  Dental  Extraction  and  Restoration  (DRG  187) 
w.  Kidney  and  Urinary  Tract  Neoplasms  (DRG  318) 

X.  Symptoms  of  Kidney  and  Urinary  Tract  Infections  (DRGs  325-326) 

y.  Nonoperative  Prostatic  Hypertrophy  (DRG  348-349) 

z.  Lens  Procedures  (DRG  039) 
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President's  Page 


Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


Hired  Gun 

The  September  meeting  of  the  Council  of  the 
South  Dakota  State  Medical  Association  had 
the  unique  experience  of  being  held  responsible  for 
the  present  state  of  the  nursing  profession  in  South 
Dakota. 

Under  the  guise  of  requesting  guidance  from  and 
informing  the  Council,  the  spokesperson  of  the  Board 
of  Nursing  first  insulted  physicians  who  felt  they 
could  maintain  quality  care  in  their  offices  by  con- 
tinuing to  use  Licensed  Practical  Nurses  into  the 
future.  Then  she  blamed  physicians  and/or  their  clinic 
managers  for  deliberately  withholding  Board  of 
Nursing  mailings  to  our  nurse  employees,  thus 
branding  physicians  as  criminals  (interfering  with 
the  mails)  and  being  singularly  responsible  for  the 
lack  of  communication  between  the  Board,  various 
nursing  organizations  and  the  clinic  or  office  nurses. 
It  obviously  has  yet  to  occur  to  this  spokesperson, 
and  those  who  employ  her,  that  nurses  in  the  main- 
stream of  practice  long  ago  saw  through  the  elitist 
effort  to  eliminate  what  their  leaders  perceived  as 
the  lower  echelons  in  nursing.  They  responded  by 
dropping  out  of  their  organizations. 

Most  nurses,  being  the  caring  people  that  they 
are,  were  too  busy  caring  for  patients  to  heed  the 
gathering  juggernaut  of  their  own  leadership  toward 
the  destruction  of  nursing,  as  it  has  been  known,  in 
favor  of  a business-like  tiered  structure  inevitably 
geared  in  part  (and  admittedly  so,  “I  expect  that  to 
happen  occasionally”)  to  independent  nurse  prac- 
titioners. Any  reference  to  the  elevation  of  salary, 
wage  or  income  is  quickly  denied  in  favor  of  the 
laudable  goal  of  improved  education.  Yet,  by  her 
own  admission,  the  spokesperson  does  not  know 


the  direction  of  the  education  effort  because  “phy- 
sicians” are  withholding  the  directional  information 
necessary  for  nursing  leaders  to  proceed. 

Ladies  and  gentlemen,  I submit  to  you  that  the 
present  nursing  leadership,  as  represented  by  this 
spokesperson,  cares  for  absolutely  nothing  the 
profession  of  medicine  may  suggest,  only  insofar 
as  such  suggestions  may  facilitate  what  that  lead- 
ership has  predetermined.  All  things  considered, 
there  are  some  changes  necessary  in  order  for  nurs- 
ing to  continue  to  thrive.  Most  nursing  leaders  I 
have  met  are  deeply  sincere  and  well  motivated  in 
their  efforts  to  improve  nursing,  as  they  perceive 
it.  Both  medicine  and  nursing  know  we  do  not  do 
well  without  each  other.  Medicine  is  dismayed, 
however,  at  how  nursing  is  led  by  its  own  leaders 
to  distortions  of  what  is  nursing. 

Nursing  is  not  a tiered  business  structure  with 
“clients”  and  arbitrary  “entry  levels”  based  on 
what  is  perceived  to  be  going  to  happen  “twenty 
years  from  now,”  in  the  words  of  the  out-of-state 
spokesperson.  Medicine  concurs  that  nursing  does 
not  need  to  rely  on  medicine  to  define  the  parameters 
of  nursing  anymore  than  medicine  intends  to  tolerate 
nursing  redefining  the  parameters  of  medicine. 

The  change  vital  to  progress  is  better  accom- 
plished by  the  application  of  honey,  not  poison,  as 
is  being  carried  out  by  this  spokesperson.  Until  that 
occurs,  the  current  nursing  leadership  can  expect 
little  support  from  either  medicine,  or  most  impor- 
tantly, the  rank  and  file  of  nursing.  ■ 
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BLACK  HILLS 
NEUROLOGY  SEMINAR 


READY  FOR  A CHANGE? 

We  are  looking  for  a full-time  family  prac- 
titioner to  do  locum  tenens  work  in  South 
Dakota.  Youll  enjoy  a guaranteed  salary 
and  paid  malpractice,  health  and  life  insur- 
ance, plus  interesting,  challenging  work.  Re- 
side in  the  city  of  your  choice  and  take  time 
to  smell  the  roses. 

Inquiries  and  CV  to: 

Jo  M.  Neubauer,  M.D. 

RR  1 , Box  99A 
Yankton,  SD  57078 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact;  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to;  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Advances  in  Clinical 
Adult  Neurology 

10  - 12  Feb.  1988 

HOLIDAY  INN 
OF  THE 

NORTHERN  BLACK  HILLS 
Spearfish,  S.D. 

Contact; 

K.  Alan  Kelts,  M.D.,  Ph.D. 
2929  5th  Street,  Suite  240 
Rapid  City,  S.D.  57701 

Phone;  (605)  341-3770 


FAMILY  PHYSICIAN 
NEEDED 

Immediate  need  for  BC/EB  Family  Physi- 
cian to  join  2 established  Family  Physicians 
in  private  practice  in  N.W.  Iowa  community 
of  5,000.  Modern  clinic  across  the  street  from 
JCAH  hospital. 

Excellent  salary  and  fringe  benefits  with  part- 
nership opportunity.  Locum  tenens  oppor- 
tunity available  also. 

Contact: 

Sheldon  Family  Practice  Associates 
206  N.  7th  Ave. 

Sheldon,  lA  51201  ^ 

or  call  collect:  (712)  324-251 1 
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SOUTH  DAKOTA 


This  Is  Your  Medical  Association 


I The  Yankton  Medical  Clinic,  Yankton,  announces 
i the  association  of  Robert  T.  Ferrell,  M.D.,  who 
I specializes  in  obstetrics  and  gynecology.  He  is  a 
( native  of  Aurora,  Colorado.  He  received  his  medical 
i degree  from  the  University  of  South  Dakota  Medical 
I School  in  1983  and  completed  his  internship  and 
I residency  in  1987  at  the  USD  affilliated  hospitals. 

; Dr.  Ferrell  was  a member  of  the  faculty  teaching 
I staff  at  the  School  of  Medicine  throughout  his  res- 
idency. 

Dr.  Ferrell  and  his  wife.  Dawn,  have  two  chil- 
dren. 

* Hs  * * 

Robert  C.  Goodhope,  M.D.,  Chief,  Medical  Serv- 
ices at  Fort  Meade  V.A.  Medical  Center,  was  re- 
cently elected  to  the  Board  of  Directors  of  the  Amer- 
ican Heart  Association-Dakota  affiliate.  He  will 
serve  a two  year  term  as  a board  member  and  will 
participate  on  various  committees  to  promote  the 
AHA  cause. 

H:  ^ 

Dr.  Bernard  Gerber,  an  Aberdeen  surgeon,  has 
been  selected  for  a Bush  Clinical  Fellowship  Award. 
He  will  use  the  award  for  a period  of  advanced  study 
in  medicine  in  the  areas  of  administrative  skills  and 
management.  These  awards  are  made  possible  by 
the  Bush  Foundation  of  St.  Paul. 


Arthur  W.  Spiry,  M.D.,  longtime  Mobridge 
physician,  died  recently  in  Kansas  City,  Mis- 
souri. He  was  bom  in  Bangor,  South  Dakota  in 
1905.  He  attended  USD  School  of  Medicine  for 
two  years  and  received  his  medical  degree  from 
Creighton  University  School  of  Medicine  in 
Omaha,  in  1931 . He  practiced  medicine  and  sur- 
gery in  Mobridge  for  40  years  before  retiring  in 
1972. 

Dr.  Spiry  was  past  president  of  South  Dakota 
State  Medical  Association  and  Northwest  District 
Medical  Society;  he  was  very  active  in  com- 
munity and  state  affairs  and  was  a former  state 
senator. 

He  is  survived  by  his  wife,  Ema;  one  son, 
William  of  Britton;  and  one  daughter,  Joyce  Han- 
kins of  Kansas  City,  Missouri. 


Longtime  Yankton  physician,  Theodore  H.  Sat- 
tler,  M.D.,  was  recently  honored  by  the  South  Da- 
kota Hospital  Association  with  the  Distinguished 
Service  Award.  This  award  is  in  recognition  of  his 
longtime  service  as  a physician  and  his  contributions 
to  the  field  of  health  care.  Dr.  Sattler,  who  is  cer- 
tified by  the  American  Board  of  Internal  Medicine, 
has  served  on  several  state  and  local  boards;  he  is 
a member  and  past  president  of  the  State  Medical 
Association;  a member  of  the  AMA;  Medical  Di- 
rector of  the  South  Dakota  Foundation  for  Medical 
Care;  he  has  served  on  the  Sacred  Heart  Hospital 
Board  of  Trustees  since  1981;  he  is  clinical  profes- 
sor at  the  USD  School  of  Medicine,  to  name  only 
a few  of  his  numerous  accomplishments. 

He  was  also  recipient  of  the  College  of  Physicians 
Laureate  Award  from  the  South  Dakota  Chapters 
of  the  American  College  of  Physicians  and  the 
American  Society  of  Internal  Medicine,  awarded  at 
the  joint  meeting  held  recently  in  Aberdeen. 

A Watertown  physician.  Dr.  John  Stransky,  was 
honored  as  South  Dakota  Family  Doctor  of  the  Year 
during  the  South  Dakota  Academy  of  Family  Phy- 
sicians’ annual  Black  Hills  Summer  Seminar  in 
Rapid  City.  Dr.  Stransky,  a past  president  of  the 
South  Dakota  State  Medical  Association,  has  been 
an  active  member  of  SDAFP  since  1961. 


Alverna  Jones,  wife  of  Dr.  Warren  Jones  of 
Sioux  Falls,  died  recently.  She  was  bom  Alverna 
Blair  on  February  23,  1920,  in  Geddes.  After 
graduating  from  Geddes  High  School,  she  re- 
ceived her  nursing  training  at  Peabody  Hospital 
in  Webster.  She  married  Dr.  Jones  August  14, 
1943,  in  Geddes.  She  was  a member  of  First 
Presbyterian  Church,  Bible  Study  Fellowship 
Group,  PTA,  South  Dakota  State  Medical  As- 
sociation Auxiliary  and  did  volunteer  work  for 
many  service  organizations. 

Survivors  include  her  husband;  two  sons, 
Thomas  and  Blair,  both  of  Sioux  Falls;  six  daugh- 
ters: Mrs.  Martin  (Barbara)  Weber,  Mrs.  James 
(Laura)  Sundet,  Mrs.  Jack  (Ruth)  Sundet  and 
Mrs.  Douglas  (Anne)  Flynn,  all  of  Sioux  Falls; 
and  Susan  Jones  and  Mrs.  Robert  (Kathleen)  Ma- 
lecki,  both  of  Minneapolis;  eight  grandchildren; 
two  brothers;  and  five  sisters. 
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C.  R.  Turner,  M.D.,  Vermillion,  has  recently  been 
named  to  the  American  College  of  Emergency  Phy- 
sicians. 

H:  * Hs  * 

Spencer  Berry,  M.D.,  a family  practice  physician, 
has  recently  joined  the  Family  Medical  and  Surgical 
Clinic  in  Mitchell.  He  is  a native  of  South  Dakota 
having  been  bom  in  Rapid  City.  He  attended  the 
University  of  South  Dakota,  receiving  a B.S.  in 
biology  and  two  years  of  medical  training.  He  re- 
ceived his  medical  degree  from  Baylor  College  of 
Medicine,  Houston,  Texas  in  1984.  He  completed 
an  internship  and  residency  in  family  practice  at  the 
University  of  Minnesota,  Minneapolis.  During  his 
last  year  of  residency.  Dr.  Berry  served  as  a week- 
end physician  in  the  Emergency  Department  at 
Methodist  Hospital  in  Minneapolis. 

He  and  his  wife  Marilyn,  formerly  of  Mitchell, 
have  three  children. 

* * * * 

Benjamin  Chaska,  M.D.,  began  his  family  med- 
icine practice  in  Webster  recently.  A native  of  Beach, 
North  Dakota,  Dr.  Chaska  received  a degree  in 
pharmacy,  in  1978,  from  the  North  Dakota  State 
Univ.  and  his  medical  degree  at  Harvard  Medical 
School  in  Boston,  in  1983.  He  completed  a family 
medicine  internship  and  residency  at  the  Mayo  Clinic 
in  1986  and  a family  medicine  Fellowship  in  1987 
also  at  the  Mayo  Clinic  in  Rochester. 

Dr.  Chaska  and  his  wife,  Maylene,  and  their  two 
daughters  moved  to  Webster  from  Rochester.  Dr. 
Chaska  was  an  Eagle  Scout  as  a youth  and  continues 
to  have  an  interest  in  scouting. 

* * * * 

Michael  K.  Delaney,  M.D.  has  established  his 
medical  office  in  Mitchell.  His  practice  includes 
adult  and  pediatric  ear,  nose,  throat  medicine/sur- 
gery and  facial  plastic  and  reconstmctive  surgery. 
A native  of  Mitchell,  Dr.  Delaney,  returns  from  six 
years  in  private  solo  practice  in  Carbondale,  Illinois. 
While  in  Carbondale,  he  served  two  years  as  chief 
of  surgery  at  Memorial  Hospital;  he  was  an  associate 
professor  in  the  Department  of  Surgery  at  the  Illinois 
School  of  Medicine  and  an  attending  physician  in 
the  Family  Practice  Residency  Program. 

Dr.  Delaney  received  his  medical  degree  at  the 
University  of  Missouri  Medical  School  in  1976  and 
he  completed  a surgical  internship  at  the  University 
of  Missouri  Medical  Center  in  1977. 


Paul  Hohm,  M.D.  of  Huron  was  recently  inducted 
into  the  South  Dakota  Hall  of  Fame  at  the  awards 
banquet  in  Pierre,  for  his  contributions  to  South 
Dakota.  Dr.  Hohm  was  bom  and  raised  in  Huron 
and  has  practiced  medicine  there  since  1946,  spe- 
cializing in  general  practice,  surgery  and  obstetrics. 

Dr.  Hohm  was  one  of  three  physicians  chosen  by 
the  South  Dakota  State  Medical  Association  to  help 
set  up  the  South  Dakota  Comprehensive  Health 
Planning  and  Regional  Medical  Program;  he  serves 
on  the  state  Health  Coordinating  Council;  he  has 
been  very  active  in  the  State  Medical  Association 
serving  as  president  in  1965-66;  and  he  has  a special 
interest  in  athletics.  For  34  years  he  has  furnished 
most  of  the  medical  care  for  Huron  College  athletic 
teams  at  no  cost  to  the  student  athlete  or  the  college. 

Hs  * * * 

Timothy  Zoellner,  M.D.,  has  opened  his  practice 
in  orthopedic  surgery  in  Aberdeen.  He  is  a native 
of  Aberdeen.  He  received  his  B . S . degree  in  biology 
and  B.S.  in  medicine  at  the  University  of  South 
Dakota  School  of  Medicine,  and  received  his  med- 
ical degree  in  1982  at  the  Medical  College  of  Wis- 
consin, Milwaukee.  He  completed  an  internship  in 
surgery  and  an  orthopedic  surgery  residency  in  1987 
at  the  University  of  Kansas  College  of  Health  Sci- 
ences in  Kansas  City.  Dr.  Zoellner  has  a special 
interest  in  sports  medicine. 

He  and  his  wife,  Pam,  have  a two  year  old  daugh- 
ter. 

* * * * 

Dr.  Robert  McGee,  FACS,  Aberdeen,  was  elected 
president  of  the  South  Dakota  Chapter  of  the  Amer- 
ican College  of  Surgeons  at  the  chapter’s  recent 
annual  meeting. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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i Dr.  Gregg  Carlson,  a Mitchell  native,  has  begun 
; his  obstetrics-gynecology  practice  in  Aberdeen.  He 
received  his  medical  degree  at  the  University  of 
( South  Dakota  School  of  Medicine  in  1983 . He  com- 
; pleted  an  obstetrics-gynecology  residency  at  St.  Jo- 
|.  seph  Hospital,  Denver,  Colorado  in  1987. 

Dr.  Carlson  and  his  wife  Nancy,  a Miller  native, 
have  one  daughter. 

! ^ ^ ^ 

i Milton  Skelly,  M.D.,  pathologist,  has  recently 
j joined  the  medical  staff  in  St.  Luke’s  Hospital  in 
Aberdeen.  Dr.  Skelly  received  his  medical  degree 
from  Hahnemann  Medical  College  in  Philadelphia. 
He  completed  a four  year  residency  in  anatomic  and 
clinical  pathology  at  Upstate  Medical  Center,  Syr- 
acuse, New  York  and  the  University  of  Kansas 
Medical  Center  in  Kansas  City.  He  has  a fellowship 
in  neuropathology,  a fellowship  in  surgical  pathol- 
ogy and  is  a Fellow  of  the  College  of  American 
Pathologists.  He  is  Board  Certified  by  the  American 
Board  of  Pathology. 

Dr.  Skelly  and  his  wife,  Olga,  came  to  South 
Dakota  from  Wilson,  North  Carolina,  where  he  was 
an  associate  pathologist  at  Wilson  Memorial  Hos- 
pital. They  have  two  sons. 

* * * * 

Newly  elected  officers  and  delegates  for  1987-88, 
for  the  South  Dakota  Academy  of  Family  Physicians 
are:  President,  Richard  Finley,  M.D.,  Rapid  City; 
President-elect,  Clark  Likness,  M.D.,  Watertown; 
Vice  Presidents,  Joel  Huber,  M.D.,  Redfield, 
Thomas  Huber,  M.D.,  Pierre  and  Stephen 
Schroeder,  M.D.,  Miller;  Secretary/Treasurer, 
L.  H.  Amundson,  M.D.,  Sioux  Falls;  Past  Presi- 
dent, Michael  Brown,  M.D.,  Spearfish;  Delegates, 
Bruce  Lushbough,  M.D.,  Brookings  and  Herbert 
Saloum,  M.D.,  Tyndall;  Alternate  Delegates,  Mi- 
chael Brown,  M.D.,  Spearfish  and  Lawrence  Fin- 
ney, M.D.,  Sioux  Falls. 

* Hi  * * 

Roger  W.  Werth,  M.D.,  a general  surgeon,  has 
begun  practice  in  Aberdeen.  Dr.  Werth,  a native  of 
Aberdeen,  received  his  undergraduate  degree  in  1978 
and  his  medical  degree  in  1982,  from  the  University 
of  South  Dakota.  He  completed  a general  surgery 
residency  at  the  University  of  Oklahoma  Medical 
College  in  Tulsa  in  1987.  Dr.  Werth  is  qualified 
for  general  surgery,  vascular  surgery,  noncardiac 
thoracic  surgery  and  endoscopy. 


The  University  of  South  Dakota  School  of  Medicine 
has  announced  that  South  Dakota’s  first  pediatric 
surgeon  has  joined  their  teaching  staff.  William  L. 
Donnellan,  M.D.,  Ph.D.  has  been  approved  as  an 
associate  professor  in  the  Department  of  Surgery 
and  Pediatric/ Adolescent  Medicine.  A native  of  To- 
ronto, Canada,  Dr.  Donnellan  received  his  pre-med- 
ical training  in  Austin,  Texas,  1945-1948,  and  earned 
his  medical  degree  at  McGill  University  in  Mon- 
treal, Canada,  in  1952.  He  worked  at  the  Children’s 
Hospital  in  Boston  on  a research  fellowship  from 
Harvard  University  from  1954-1956,  followed  by 
his  general  surgical  residency  at  the  University  of 
Michigan  in  Ann  Arbor,  1956-1959,  a residency  in 
Buffalo,  New  York  and  in  Pediatric  Surgery  and 
Pathology  at  the  Children’s  Memorial  Hospital  in 
Chicago,  1961-1963.  He  also  studied  abroad  in  Vi- 
enna and  Zurich  as  a traveling  Fellow  in  Surgery 
during  1959-1960. 

In  addition  to  this  training.  Dr.  Donnellan  has 
observed  the  Bushmen  tribes  of  South  Africa  in 
conjunction  with  research  expeditions  sponsored  by 
the  Smithsonian  Institution,  and  more  recently  spent 
two  years  at  the  Dhahran  Health  Center  in  Dhahran, 
Saudi  Arabia. 

Dr.  Donnellan  and  his  wife  have  four  grown  chil- 
dren. His  major  avocation  is  medical  history,  with 
a Ph.D.  in  this  subject.  He  is  also  a certified  flight 
instructor  and  has  retained  an  interest  in  music  from 
his  early  days  as  an  orchestra  violinist.  ■ 


There  is  nothing  stronger 
in  the  world 
than  gentleness 


JERRY  MAGINN  WYETH 
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EMERGENCY  PHYSICIAN 
NEEDED 

ABEM  certified  or  prepared  emergency 
physician  needed  to  join  five  other  EP’s. 
Modern  emergency  department  in  390- 
bed  community  hospital  with  20,000 
patient  visits  annually  (increasing  re- 
lentlessly). Located  in  the  Black  Hills. 
Rapid  City  offers  mild  climate,  fantastic 
winter  and  summer  recreation,  excel- 
lent schools.  Outstanding  salary  and 
full  corporate  benefits  after  only  one 
year. 

Contact: 

Gregory  J.  Iverson,  M.D.,  FACER 
Rapid  City  Regional  Hospital 
P.O.  Box  6000 
Rapid  City,  SD  57709 
or  phone:  (605)  341-8222 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  v/ell  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


ARAFATE* 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer;  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in- 
human milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 

References: 

1 . Grossman  Ml:  Scand  J Gastroenterol  58  (suppi  15);7-16, 1980. 

2.  Marks  IN,  in  Flellemans  J,  Vantrappen  G (eds):  Gastrointestinal  Tract  Dis- 
orders in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  70-81, 1984. 

3.  Krentz  K,  Jablonowski  H,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointes- 
tinal Tract  Disorders  in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  62-69, 
1984. 
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SOUTH  DAKOTA 


Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.’  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.^-^ 


Declining  gastric  secretion  and  age^ 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly  Carafate  provides  ulcer 


healing  rates  comparable  to  H2  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


O^RAFATE* 

^-^sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  tnformation. 

1595H7 


There’s  never  been  a better  time  for  her. 


ind  PREMARIN* 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis^  and 
vasomotor  symptoms*  at  0.625  mg/day  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREAAARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREA/IARIN* 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg 


1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN*  i 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARINs  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN^  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA, 

Three  independent,  case-controlled  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year.  This  risk  was  independent 
ot  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  ot  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ot  estrogens  during  the  last  decade.  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4,5  to  13,9  times  greater  than  m nonusers.  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible.  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  tor  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;' it 
therefore  appears  prudent  to  utilize  such  a regimen.  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses, 
2.  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY. 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  of  developing,  in  later  life,  a form  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare.  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix.  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy.  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  detects.  One  case-controlled  study 
estimated  a 4,7-fold  increased  risk  of  limb-reduction  detects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  tor  threatened 
abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data 
suggest  that  the  risk  ot  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000.  In  the 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion.  There  is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  effective  tor  these  uses.  If  PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the 
potential  risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ot  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sultate  esters.  Tablets  are  available  in  0,3  mg,  0.625  mg,  0.9 
mg,  1,25  mg,  and  2 5 mg  strengths  of  coniugated  estrogens.  Cream  is  available  as  0,625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause.  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be 
utilized  Studies  of  the  addition  ot  a progestin  for  7 or  more  days  ot  a cycle  ot  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the 
endometrium  suggest  that  10  to  13  days  ot  progestin  are  needed  to  provide  maximal  maturation  ot  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ot  progestin  in  estrogen  replacement  regimens,  (See  PRECAUTIONS.)  The  choice  of  progestin  and 
dosage  may  be  ir^ortant;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects. 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions: 
1.  Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia,  3,  Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders. 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy), 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning). 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ot  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement.  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  It  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ot  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ot  such  disorders  in  association  with  estrogen  use.  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease.  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ot  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  ot  nontatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ot 
this  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use.  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed.  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear.  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed.  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  ot  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression.  Patients  with  a history  of  depression  should  be  carefully  observed.  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete.  If  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a.  Increased  sulfobromophthalein  retention. 

b.  Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine- 
induced  platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  L by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG;  tree  T4  concentration  is  unaltered. 

d.  Impaired  glucose  tolerance. 

e.  Decreased  pregnanediol  excretion. 

t.  Reduced  response  to  metyrapone  test. 

g.  Reduced  serum  folate  concentration. 

h.  Increased  serum  triglyceride  and  phospholipid  concentration. 

As  a general  principle,  the  administration  of  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 

Long-term,  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  frequency  ot  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  However,  In  a recent,  large  case-controlled 
study  of  postmenopausal  women  there  was  no  increase  in  risk  of  breast  cancer  with  use  of  conjugated  estrogens. 
ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives: breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea;  premenstrual-like 
syndrome;  amenorrhea  during  and  alter  treatment:  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement, 
secretion  (of  breasts):  nausea,  vomiting,  abdominal  cramps,  bloating:  cholestatic  jaundice:  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued;  erythema  multitorme:  erythema  nodosum;  hemorrhagic 
eruption;  loss  ot  scalp  hair:  hirsutism;  steepening  of  corneal  curvature:  intolerance  to  contact  lenses:  headache, 
migraine,  dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance: 
aggravation  of  porphyria:  edema;  changes  in  libido. 

ACUTE  DVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  estrogens  tablets,  USP 

1.  Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  mg  to  1.25  mg  or  more  daily).  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  ott).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2.  Given  cyclically:  Osteoporosis,  Female  castration.  Osteoporosis  — 0.625  mg  daily.  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  off).  Female  castration — 1.25  mg  daily,  cyclically.  Adjust  upward  or 
downward  according  to  response  ot  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
effective  control. 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding, 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible. 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals. 

Usual  dosage  range:  2 g to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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An  assessment  of  the  role  of  altered  renal  rhythm  in  the  development  of  experimental 
hypertension. 
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ABSTRACT 

The  present  studies  were  carried  out  to  deter- 
mine whether  circadian  rhythms  were  present  in 
two  similar  strains  of  rats  having  different  mean 
systolic  blood  pressures.  Spontaneously  hyper- 
tensive (SH)  and  Wistar-Kyoto  (WK)  rats  were 
placed  in  metabolic  cages  and  individual  12  hour 
urine  collections  were  made  for  each  light  (rest) 
and  dark  (active)  period.  Both  groups  had  greater 
sodium  and  potassium  excretions,  urine  vol- 
umes, and  water  consumption  at  night  than  dur- 
ing the  day.  Urine  osmolarities  were  the  same 
for  day  and  night  within  each  group.  However, 
the  urine  osmolarity  of  the  SH  rats  was  signifi- 
cantly higher  than  that  of  the  WK  rats  during 

INTRODUCTION 

Human  essential  hypertension  may  result 
from  several  factors  including  expansion  of 
extracellular  fluid  volume  secondary  to  renal  reten- 
tion of  salt  and  water.  One  possible  reason  for  re- 
duced sodium  excretion  in  hypertension  is  an  alter- 
ation in  the  peak-through  pattern  of  kidney  function. 
Circadian  rhythms  (or  twenty-four  hour  cycles)  of 
a variety  of  physiological  functions  have  been  re- 
corded. These  day-to-night  variations  in  physiolog- 
ical functions  have  also  been  called  diurnal  rhythms. 
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both  the  rest  and  active  periods  (days  and  nights). 

The  renal  rhythm  was  not  inverted  in  the  SH 
rats  as  it  is  reported  to  be  in  low  sympathetic 
tone  human  essential  hypertension.  Thus,  the 
present  investigation  suggests  that  the  WK  rat  is 
an  appropriate  model  for  studying  normal  renal 
rhythm.  The  SH  rat  may  serve  as  a suitable  model 
for  the  study  of  altered  renal  excretory  rhythm 
in  hypertension  where  sympathetic  tone  is  high 
but  not  when  it  is  low.  Circadian  delay  in  the 
renal  elimination  of  salt  and  water  does  not  ap- 
pear to  be  a primary  contributing  factor  to  the 
maintenance  of  the  elevated  blood  pressure  of 
SH  rats. 

Renal  excretory  and  hemodynamic  circadian  rhythms 
have  been  observed  in  humans*'^  and  rats.®-®  They 
appear  to  be  synchronized  by  usual  living  patterns, 
although,  some  rhythms  may  persist  in  the  absence 
of  periodic  environmental  inputs.®  Higher  values  are 
usually  obtained  during  the  active  phase  and  lower 
values  during  the  resting  phase.  In  man,  the  kidneys 
reach  their  peaks  in  excretory  function  during  the 
day  while  nocturnal  animals,  like  rats,  obtain 
heightened  excretory  function  at  night.  In  the  early 
stages  of  essential  hypertension  the  renal  hemody- 
namic response  to  preparation  for  the  active  phase 
may  become  more  protracted  and  may  be  elicited 
by  weaker  stimuli.^  Such  disturbances  in  the  renal 
hemodynamic  rhythm  may  lead  to  altered  fluid  and 
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electrolyte  excretion  and  propagation  of  hyperten- 
sion through  fluid  retention.  Reversed  circadian  ex- 
cretory rhythms  have  been  observed  in  human  males 
with  essential  hypertension  and  low  sympathetic  ac- 
tivity. The  purpose  of  the  present  investigation  was 
to  examine  the  renal  day-night  rhythm  in  sponta- 
neously hypertensive  (SH)  rats  and  in  control  Wis- 
tar-Kyoto  (WK)  rats  in  order  to  assess  the  role  of 
altered  renal  rhythms  in  the  development  and  main- 
tenance of  hypertension.  The  results  indicate  that 
although  there  are  differences  between  the  renal 
function  of  WK  and  SH  rats,  the  renal  excretory 
rhythm  is  not  inverted  in  the  SH  rat  and  that  cir- 
cadian salt  retention  does  not  play  a major  role  in 
the  generation  of  elevated  blood  pressure  in  these 
animals. 

METHODS 

Six  Wistar-Kyoto  and  six  spontaneously  hyper- 
tensive rats  were  used  in  these  experiments.  Both 
groups  were  11  weeks  of  age  at  the  beginning  of 
the  study.  The  second  session  followed  two  to  four 
weeks  after  the  completion  of  the  first.  The  duration 
of  each  session  was  five  days.  The  rats  were  placed 
in  individual  metabolic  cages  with  free  access  to 
food  (Purina  rat  chow)  and  tap  water  throughout  the 
experiment.  Five  days  were  allowed  for  the  animals 
to  adjust  to  the  cages.  The  rats  were  weighed  before 
and  after  but  not  during  the  experimental  period, 
since  handling  may  have  resulted  in  urine  losses. 
The  cages  were  placed  in  a room  maintained  at 
constant  temperature  (23°  ± 1°C)  and  humidity 
(50%)  throughout  the  study.  The  room  was  lighted 
for  12  hours  daily  from  0600  until  1800  hours.  Nor- 
motension  and  hypertension  were  confirmed  by  the 
indirect  tail  cuff  method.  The  WK  group  had  a mean 
systolic  blood  pressure  of  139  ± 2 nunHg  while 
the  SH  rats  had  a mean  systolic  pressure  of  193  ± 
7 mmHg  (P  < 0.001). 

For  each  light  and  dark  period  individual  12  hr. 
urine  samples  were  collected  under  mineral  oil.  After 
the  total  volume  was  recorded,  aliquots  of  urine 
were  analyzed  in  a flame  photometer  for  sodium 
and  potassium  concentrations.  The  osmolarity  of  all 
urine  samples  was  measured  using  a freezing  point 
depression  osmometer.  The  volume  of  water  con- 
sumed was  also  recorded  for  each  period.  Statistical 
significance  was  evaluated  using  Student’s  r-test.  P 
values  of  less  than  0.05  were  considered  significant. 

RESULTS 

The  WK  control  animals  exhibited  definite  cir- 
cadian renal  excretory  rhythms  (Table  I).  They  con- 
sumed about  79%  of  their  daily  water  intake  and 
excreted  63%  of  their  urine  volume  during  the  active 


phase  (darkness).  There  was  no  significant  differ- 
ence in  the  urine  osmolarity  between  the  day  and 
night  periods  of  collection.  However,  total  solute 
excretion,  the  product  of  urine  osmolarity  and  urine 
flow,  increased  markedly  during  the  night  indicating 
enhanced  elimination  of  both  solute  and  water  at 
night  (Table  I).  The  nocturnal  urine  also  contained 
the  majority  of  the  daily  sodium  and  potassium  out- 
put. These  results  are  consistent  with  a marked  diur- 
nal rhythm  in  renal  excretory  function  in  normo- 
tensive  control  rats. 

Similar  data  are  presented  in  Table  II  for  the  SH 
rats.  Water  consumption,  urine  volume,  sodium  ex- 
cretion and  potassium  excretion  were  all  signifi- 
cantly higher  at  night.  Urine  osmolarity  was  similar 
during  the  light  and  dark  periods  of  the  day.  The 
SH  rats  eliminated  a more  concentrated  urine  than 
the  WK  rats  during  both  the  day  and  the  night  (P 
< 0.005).  Although  their  urine  was  more  concen- 
trated, the  SH  rats  did  not  differ  significantly  from 
the  WK  rats  in  daytime  water  excretion.  However, 
they  did  excrete  volumes  significantly  smaller  than 
the  WK  group  during  the  period  from  1800  to  0600 
hours  (P  < 0.001).  The  hypertensive  animals  elim- 
inated 28%  more  sodium  during  the  night  than  their 
WK  counterparts  (P  < 0.001).  This  trend  was  ac- 
centuated during  the  second  experimental  session. 

DISCUSSION 

In  the  present  study  light  — dark  renal  rhythms 
were  observed  in  both  WK  and  SH  rats.  Urine  vol- 
ume, sodium  and  potassium  excretion,  and  water 
consumption  were  all  greater  at  night  than  during 
the  day.  Since  rats  are  nocturnal  animals,  they  are 
most  active  at  night”  and  consume  most  of  their 
food  and  water  during  this  period.*^  The  observed 
renal  excretory  pattern  therefore  is  consistent  with 
that  found  in  humans,*^  that  is,  higher  solute  and 
water  excretion  during  the  active  phase. 

The  major  difference  between  the  two  groups  of 
rats  in  the  present  study  was  in  urine  osmolarity. 
Hypertension  was  associated  with  increased  total 
solute  concentration  in  the  urine.  The  reason  for  this 
difference  is  not  apparent.  It  does  not  seem  to  be 
related  to  urine  volume  since  it  was  also  present 
during  the  day  when  urine  flow  rates  were  similar 
in  the  two  groups.  Overall  water  intake  was  also 
similar.  In  a related  study,  Willis  and  associates*"^ 
could  not  demonstrate  a difference  in  the  24  hour 
urine  osmolarity  of  the  two  strains.  Another  differ- 
ence appears  to  be  a slightly  greater  day-to-night 
variation  in  urine  flow  and  water  intake  in  the  WK 
rats  than  in  the  SH  rats,  while  the  SH  rats  excreted 
more  sodium  and  less  water  at  night  suggesting  some 
differences  in  excretory  patterns  but  not  in  the  over- 
all rhythms. 
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TABLE  I 

CIRCADIAN  RENAL  EXCRETORY  PATTERN  IN  WISTAR-KYOTO  RATS^ 


Day 

(Rest) 

(N  = 6 X 2) 

Night 

(Active) 

(N  = 6 X 2) 

A 

P 

Water  Consumption  (|xl»hr~*«100  g b.  wt.~0 

210  ± 

17 

780  ± 45 

+ 570 

<0.001 

Urine  Volume  (|xl«hr"‘»100  g b.  wt.“‘) 

174  ± 

6 

302  ± 11 

+ 128 

<0.001 

Urine  Osmolarity  (mOs«Liter-*) 

1456  ± 

49 

1503  ± 58 

+ 47 

NS» 

Total  Solute  Excretion  (|jiOs»hr"'»100  g b.  wt.“‘) 

256  ± 

12 

454  ± 19 

-H  198 

<0.001 

Sodium  Excretion  (|xEq*hr->»100  g b.  wt.~*) 

25.9  ± 

1.4 

30.5  ± 1.5 

+ 4.6 

<0.05 

Potassium  Excretion  (|xEq»hr"‘«100  g b.  wt."0 

37.7  ± 

1.1 

75.6  ± 3.8 

+ 37.9 

<0.001 

^Values  are  means  ± S.E. 

Statistical  comparisons  of  day  versus  night  values  are  shown. 

*’NS  = not  significant  (P  > 0.05) 

TABLE  II 

CIRCADIAN  RENAL  EXCRETORY  PATTERN  IN  SPONTANEOUSLY  HYPERTENSIVE  RATS* 


Day 
(Rest) 
(N  = 6) 

Night 
(Active) 
(N  = 6) 

A 

P 

Water  Consumption  (|xl«hr"i»100  g b.  wt.~0 

390  ± 

52 

672  ± 28 

-H  282 

<0.001 

Urine  Volume  (|xl*hr"^»100  g b.  wt."*) 

174  ± 

6 

234  ± 7 

-1-  60 

<0.001 

Urine  Osmolarity  (mOs*Liter-‘) 

1971  ± 

75 

1913  ± 85 

- 58 

NS" 

Total  Solute  Excretion  (p,Os«hr"*«100  g b.  wt."*) 

343  ± 

12 

448  ± 17 

-1-  105 

<0.001 

Sodium  Excretion  (fxEq«hr-^»100  g b.  wt.~0 

27.7  ± 

2.1 

39.1  ± 2.0 

+ 11.4 

<0.001 

Potassium  Excretion  (|xEq*hr“‘»100  g b.wt."0 

55.3  ± 

2.5 

72.5  ± 3.4 

-H  17.2 

<0.001 

“Values  are  means  ± S.E. 

Statistical  comparisons  of  day  versus  night  values  are  shown. 

••NS  = not  significant  (P  > 0.05) 

In  hypertensive  patients  with  diminished  sym- 
pathetic tone,  a shifting  of  heightened  kidney  func- 
tion from  daytime  to  nighttime  has  been  reported.*® 
It  is  referred  to  as  inversion  of  circadian  renal  rhythm. 
Such  inversion  may  lead  to  salt  and  water  retention 
and  contribute  to  the  elevated  blood  pressure.  In  the 
present  studies,  the  circadian  renal  excretory  rhythm 
was  not  inverted  in  the  SH  group  of  rats  suggesting 
that  this  animal  model  does  not  resemble  the  low 
sympathetic  tone  human  form  of  essential  hyper- 
tension. The  SH  rat  which  tends  to  have  elevated 
sympathetic  activity,  therefore,  does  not  appear  to 
be  an  appropriate  model  for  the  study  of  the  role  of 
altered  renal  excretory  rhythm  in  causing  hyperten- 
sion. We  may  have  failed  to  observe  a circadian 
rhythm  in  urine  osmolarity  or  a temporal  shift  in 
excretory  pattern  in  the  hypertensive  rats  because 
of  infrequent  sampling.  Extremes  in  the  recorded 
values  would  have  been  blunted  if  the  light/dark 
sampling  schedule  did  not  coincide  with  the  excre- 
tory rhythm.  More  frequent  sampling  may  reveal 
pronounced  alterations  in  the  renal  rhythm  of  SH 
rats. 

SUMMARY 

The  role  of  altered  day-to-night  renal  excretory 


rhythm  in  the  development  of  hypertension  was  ex- 
amined in  spontaneously  hypertensive  rats  (SHR). 
Renal  elimination  of  salt  and  water  was  higher  at 
night  than  during  the  day.  Urine  osmolarity  was 
elevated  in  the  SH  rats  but  renal  excretory  rhythm 
was  not  reversed.  These  results  imply  that  in  the 
SH  rats,  circadian  delay  of  salt  and  water  excretion 
is  not  a primary  contributor  to  hypertension. 
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Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


A Lot  To  Be  Thankful  For 

As  Thanksgiving  Day,  the  annual  national  hol- 
iday to  celebrate  the  harvest  and  other  bless- 
ings of  the  past  year,  approaches,  the  Auxiliary 
concentrates  on  all  the  things  it  is  thankful  for. 

The  harvest  should  be  plentiful  this  year.  Many 
seeds  have  been  planted. 

Soon,  two  public  service  announcements  (PSAs) 
on  teen  suicide  prevention  and  AIDS  awareness  will 
be  placed  on  radio  and  television  stations  across  the 
state.  Although  we  will  never  exactly  know  the  im- 
pact these  PSAs  will  have,  it’s  of  great  comfort  to 
know  something  will  be  done  in  this  area  of  great 
public  concern.  The  Auxiliary  is  most  grateful  to 
the  SDSMA  for  providing  us  the  funds  to  purchase 
these  announcements. 

Again  this  year,  we  will  have  Legislative  Day  at 
the  State  capitol.  The  date  is  set  for  January  25-26, 
1988.  We  hope  to  continue  the  trend  started  by 
Annette  Shousha  last  year.  Again,  the  medical  stu- 
dents will  be  asked  to  participate  at  this  event  and 
hopefully  we  can  also  include  their  spouses  as  well. 

For  the  past  several  years  the  biggest  Auxiliary 
fundraising  tool  for  AMA-ERF  has  been  the  Christ- 
mas Sharing  Card  and  the  sale  of  Christmas  cards. 
Ila  Thompson  (Marion),  Watertown,  AMA-ERF 
bookkeeper,  has,  since  September,  been  on  the  go 
with  this  fruitful  cause.  Please  respond  to  her  calls 
to  share  your  bounty  with  us.  It’s  this  type  of  activity 
that  truly  emphasizes  the  meaning  of  Thanksgiving: 
sharing  and  caring.  Because  of  it,  AMA-ERF  en- 


riches its  harvest  to  further  share  it  with  future  gen- 
erations. 

The  Auxiliary  not  only  celebrates  its  harvest  but 
also  its  blessings,  and  believe  me,  they  are  many. 

We  are  blessed  with  many  talented  and  dedicated 
people.  People  who  have  given  themselves,  their 
time,  and  their  efforts  to  support  and  promote  the 
medical  community  and  the  things  they  believe  in. 
Words  of  praise  and  thanks  are  overdue  to  these 
women  and  men,  who  at  times,  have  put  aside  their 
own  interests,  careers,  and  home  life  in  order  to 
benefit  the  organization  and  what  it  stands  for.  Thank 
yous  go  to  the  different  districts’  hardworking  mem- 
bers and  also  to  those  who  in  addition  to  their  dis- 
trict’s duties  also  perform  duties  at  the  state  level. 
Thanks  to  you  all!  Without  you  there  would  not  be 
much  to  be  thankful  for. 

As  we  visualize  Thanksgiving  as  a day  for  prayer, 
gathering  of  family  and  friends,  turkey,  pumpkin 
pie,  I can’t  help  but  think  how  wonderfully  simple 
Lydia  Maria  Child  has  immortalized  the  flavour  of 
the  day  in  one  of  her  poems: 

“Over  the  river  and  through  the  woods,  to  grandmother’s 

house  we  go.  ...  ’’ 

As  you  go  through  the  rivers  and  woods  of  life, 
thank  the  Lord  for  his  many  blessings.  In  turn,  the 
Auxiliary  thanks  you  for  the  encouragement  and 
support  shown  to  us  this  year.  We  are  most  appre- 
ciative! ■ 


Culbert 
Davis  Go. 


Mailing  Address: 

P.O.  Box  1234 
SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 


AFTER  BUSINESS  HOURS  CALL: 

DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 

336-1090 
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The  AMA 

Hospital  Medical  Staff  Section 
Tenth  Assembly 

DECEMBER  3-7, 1987 
WESTIN  PEACHTREE  PLAZA 
ATLANTA,  GEORGIA 


For  Information  Contact: 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 
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Letters  To  The  Editor 

We  all  realize  that  we  are  in  the  final  STAGES 
OF  DISTRIBUTION  OF  COST  for  medical  injuries 
(malpractice)  problems  in  our  society.  A new  sys- 
tem of  increasing  the  base  for  bearing  this  tremen- 
dous cost  must  now  be  developed.  Prevention  and 
minimizing  risk  must  still  be  a major  consideration 
as  part  of  the  quality  assurance  mechanism.  The 
problems  are  multiple  in  the  face  of  existing  power 
structures.  The  risk  of  excessive  restrictions  to 
availability  of  quality  medical  care,  the  willingness 
to  engage  in  the  delivery  of  care  and  the  shifting  of 
costs  in  the  whole  endeavor  are  some  of  the  hefty 
problems  out  there. 

Collateral  efforts  to  increase  the  excellence  in 
care  and  distribute  the  cost  through  time  and  num- 
bers are  helpful,  but  our  traditional  manner  of  cov- 
ering the  physicians  for  disastrous  awards  and  set- 


tlements is,  in  fact,  a bankrupt  concept  if  not  literally 
bankrupt  in  operation  and  getting  worse  each  day. 

I would  favor  pushing  on  to  a new  system  for 
settling  the  issues  of  both  disability  compensation 
and  medical  injuries  which  neither  excludes  doctors 
from  harm  nor  guarantees  perfection,  in  which  phy- 
sicians can  be  the  primary  advocates  for  the  patients 
as  the  giver  of  care  and  the  major  source  of  the 
administration  of  such  a plan. 

Every  day  we  delay  is  capitalized  by  a growing 
network  of  health  administrators  propagating  like 
laboratory  rats  each  with  a resume  in  one  hand  and 
a plan  for  your  future  in  the  other. 

Sincerely, 

Winston  B.  Odland,  M.D.,  F.A.C.S. 

Aberdeen,  SD 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 

Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 
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Future  Meetings 


December 


Annual  Cardiopulmonary  Medicine  Update:  A Compre- 
hensive Review  of  Principles  and  Practice,  St.  Paul/Ram- 
sey Med.  Ctr.,  St.  Paul,  MN,  Dec.  3-5.  18  hrs.  AMA  Cat- 
egory I credit.  Contact:  Ruth  McIntyre,  Off.  of  CME,  St. 
Paul/Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone;  (612)221-3992. 

Current  Concepts  in  Cardiology,  St.  Joseph’s  Hospital, 
Omaha,  NE,  Dec.  4.  CME  credit  available.  Contact;  Mau- 
reen McGinley,  CME,  Creighton  Univ.  School  of  Med., 
Omaha,  NE  68178.  Phone:  (800)228-7212,  ext.  2550. 

Contemporary  Concepts  in  Facial  Surgery,  Waldorf  Astoria 
Hotel,  New  York,  NY,  Dec.  4-5.  Fee:  $675.  11  hrs.  AMA 
Category  I credit.  Contact:  Francine  Leinhardt,  Course  Good. , 
Manhattan  Eye,  Ear  & Throat  Hosp.,  210  E.  64th  St.,  New 
York,  NY  10021.  Phone:  (212)838-9200,  ext.  2776. 

Understanding  AIDS,  Red  Lion  Inn,  Omaha,  NE,  Dec.  11- 
12.  Fee:  $100.  13  hrs.  AMA  Category  I credit.  Contact; 
Maureen  McGinley,  CME,  Creighton  Univ.  School  of  Med., 
Omaha,  NE  68178.  Phone:  (800)228-7212,  ext.  2550. 


January 

Recent  Developments  in  Infectious  Diseases,  Kona  Coast, 
Hawaii,  eleven  departure  dates  between  Jan.  1-  Mar.  23,  for 
eleven  5-day  meetings.  24  hrs.  AMA  Category  I credit. 
Contact:  Maureen  McGinley,  CME,  Creighton  Univ.  School 
of  Med.,  Omaha,  NE  68178.  Phone;  (800)228-7212,  ext. 
2550. 

4th  Annual  Educational  Symposium:  Breast  Reconstruc- 
tion, St.  Joseph’s  Hosp.,  Atlanta,  GA,  Jan.  22-24.  Fee; 
$450.  20  hrs.  AMA  Category  I credit.  Contact:  Bonnie  Seitz, 
SESPRS,  Breast  Reconstr.  Symp.,  Suite  216,  6027  Walnut 
Grove  Rd.,  Memphis,  TN  38119. 


February 

Third  International  Conference  on  Monoclonal  Antibody 
Immunoconjugates  for  Cancer,  Hotel  Intercontinental,  San 
Diego,  CA,  Feb.  4-6.  Fee:  $365.  19  hrs.  AMA  Category  I 
credit.  Contact:  Off.  of  CME,  M-017,  UC  San  Diego  School 
of  Med.,  La  Jolla,  CA  92093.  Phone:  (619)534-3940. 


Second  Annual  UCSD-Sharp  Memorial  Hospital  Interna- 
tional Cardiac  Symposium:  Clinical  Strategies  in  Com- 
plex Valvular  Heart  Disease,  U.  S.  Grant  Hotel,  San  Diego, 
CA,  Feb.  11-13.  Fee:  $350.  16  hrs.  AMA  Category  I credit. 
Contact:  Off.  CME,  M-017,  UC  San  Diego  School  of  Med., 
La  Jolla,  CA  92093.  Phone:  (619)534-3940. 


Recent  Advances  in  Geriatric  Rehabilitation  1988:  What  Is 
It?  Who  Needs  It?  What  Works?,  Holiday  Inn  at  Embar- 
cadero,  San  Diego,  CA,  Feb.  15-17.  Fee:  $295.  18  hrs.  AMA 
Category  I credit.  Contact:  Off.  CME,  M-017,  UC  San  Diego 
School  of  Med.,  La  Jolla,  CA  92093.  Phone;  (619)534-3940. 


Esophageal  Disorders,  Great  Bay  Beach  Hotel,  St.  Maarten, 
Feb.  17-24.  Fee:  $475.  24  hrs.  AMA  Category  I credit. 
Contact:  Maureen  McGinley,  CME,  Creighton  Univ.  School 
of  Med.,  Omaha,  NE  68178.  Phone:  (800)228-7212,  ext. 
2550. 


Current  Concepts  in  Perinatal  Medicine,  St.  Paul/Ramsey 
Med.  Ctr.,  St.  Paul,  MN,  Feb.  18-19.  14  hrs.  AMA  Category 
I credit.  Contact:  Ruth  McIntyre,  CME,  St.  Paul/Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone 
(612)221-3992. 

Medical  Clinics  — 1988,  South  Seas  Plantation,  Captiva  Is., 
FL,  Feb.  22-26.  Fee;  $350.  23.75  hrs.  AAFP  & AMA  Cat- 
egory I credit.  Contact:  Audrey  Chan,  Registrar,  Off.  CME, 
U.  of  Minn.,  Box  202,  420  Delaware  St.,  SE,  Minneapolis, 

MN  55455.  Phone:  (612)626-5525. 

Topics  in  Geriatric  Medicine:  Drug  Therapy  Symposium 

IX,  Radisson  Univ.  Hotel,  Minneapolis,  MN,  Feb.  25-26. 
Contact:  CME,  U.  of  Minn.,  Box  202,  UMHC,  420  Dela- 
ware St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)626- 
5525. 


Symposium  on  the  Unstable  Coronary  Lesion,  Sheraton  Park 
Place  Hotel,  St.  Louis  Park,  MN,  Feb.  25-26.  Contact:  CME, 
U.  of  Minn.,  Box  202,  UMHC,  420  Delaware  St.,  SE, 
Minneapolis,  MN  55455.  Phone;  (612)626-5525. 

Second  International  Conference  on  Intracavitary  Chem- 
otherapy, U.  S.  Grant  Hotel,  San  Diego,  CA,  Feb.  25-27. 
Fee:  $300.  18  hrs.  AMA  Category  I credit.  Contact:  Off.  of 
CME,  M-017,  UC  San  Diego  School  of  Med.,  La  Jolla,  CA 
92093.  Phone:  (619)534-3940. 
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DOYLE  N.  ROGERS,  MD.  FCAP,  JD 
Chairman,  President,  CEO 


So,  we  made  tough  and  some- 
times, unpopular,  decisions. 
But  the  bottom  line  is  this: 
We’ve  positioned  ourselves  as 
a strong  force  in  the  profes- 
sional liability  business,  for 
today  and  tomorrow. 

‘We’ll  be  here  if  you  need  us. 
That’s  what  we  both  want.  At 
ICA,  we’re  committed  to  protect- 
ing your  practice.” 


You  don’t  need  to  be  told  how  tough 
the  last  few  years  have  been  in 
the  professional  liability  arena.  You’ve 
faced  escalating  premiums,  escalating 
awards  and  escalating  frustrations, 
regardless  who  insures  you. 


‘‘From  our  side  of  the  table,  we’ve 
struggled  with  diminishing  rein- 
surance, exhorbitant  claims  costs 
and  an  industry-wide  change  in 
ourtype  of  insurance  policy.  Through- 
out, ICA  has  strived  to  maintain  a 
strong  balance  sheet,  because  our 
financial  stability  is  your  only  real 
guarantee  that  we’ll  be  here  if  you 
need  us. 
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INSURANCE 
CORPORATION 
OF  AMERICA 


Houston,  Texas  (713)  871-8100 
The  Professional  Liability  Specialist 
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PRACTICE 

SPEOAUSTS 
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If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  tor  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  In  the  world,  serving  your  country  and  your  patients. 

Now  thafs  special! 

Find  out  just  how  special  your  practice  can  be.  Call 


SMSgt  Fender 
(605)  334-3322  Collect 
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i; 

|t  Emotional  Aspects  of  Coronary  Heart 
j:  Disease 


|,  Life  threatening  but  treatable. 

I 

|j  Roy  C.  Knowles,  M.D.* 


ABSTRACT 

Let  us  get  directly  to  the  heart  of  the  matter. 
This  phrase  recognizes  that,  in  the  colloquial  lan- 
guage, body  expressions  are  used  to  give  easily 
understandable  meaning  to  many  physical  prob- 
lems. These  common  phrases  express  eloquently 
the  meaning  of  disease.  Sticking  entirely  to  terms 
related  to  the  heart,  we  find  expressions  related 
to  love,  to  loss,  to  despair,  to  fear,  to  anger: 

The  heart  is  a very  special  organ.  Unlike  the 
lungs,  which  have  very  powerful  voluntary 
control,  the  heart,  with  few  exceptions,  is  com- 
pletely involuntary,  or  is  felt  to  be  completely  in- 
voluntary. There  are  exceptions  such  as  one  of  the 
transcendentalists  who  can  go  into  a trance  and  stop 
his  heart  down  to  unbelievably  slow  rate,  and  then 
have  control  to  turn  the  heart  on  again.  But,  basi- 
cally, one  has  the  feeling  that  one  is  not  in  charge 
of  the  heart;  there  is  no  voluntary  control  and,  there- 
fore, one  is  always  subject  to  the  heart;  no  matter 
one’s  place  in  society,  no  matter  one’s  power  in 
society,  the  heart  is  always  the  boss.  Fortunately, 
in  most  situations  we  do  not  have  to  spend  much 
time  thinking  about  that,  at  least  until  that  time  of 
life  when  we  begin  to  feel  the  flow  is  lessening  so 
that  we  can  anticipate  that  something  is  going  to 
stop,  and  probably  the  heart  is  going  to  stop.  But 
other  than  that,  one  usually  does  not  have  to  spend 
a lot  of  time  wondering  about  one’s  heart.  It  simply 
goes  on  and  does  it’s  work. 

Not  only  is  the  heart  important  to,  and,  indeed, 
in  charge  of  the  human  being  in  whose  chest  it 
functions,  it  is  also  equally  powerful  in  relationship 
to  family  and  society.  It  always  occurs  that  a re- 
ported death  due  to  coronary  disease  results  in  a 
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“You  are  the  heart  of  my  heart,”  “You  are  my 
sweetheart,”  “He  is  big-hearted,”  “She  is  of 
good  heart,”  “She  had  the  heart  to  go  on,”  “He 
has  a hearty  approach  to  life,”  “Be  not  of  faint 
heart,”  “My  heart  almost  stopped,”  “I  do  not 
have  the  heart  to  do  that.”  You  can  add  many 
more. 


flow  of  patients  into  the  physicians  office  — every- 
one just  wants  to  be  sure  his  won’t  stop.  This  is 
one  form  of  strength  demonstrated  by  the  heart  in 
relationship  to  the  major  society.  In  other  instances 
a heart  attack  results  in  forced  modification  of  all 
kinds  of  functions  in  work  and  business  and  school. 
What  happens  if  an  employer  has  a heart  attack? 
What  is  the  effect  upon  the  employees? 

Within  the  family,  a heart  attack  has  impact  of 
magnificent  proportions,  and  these  are  demon- 
strated in  reactions  such  as,  “Good,  now  that  you 
are  weak,  I can  be  the  boss,”  or  wife  says,  “Why 
did  you  do  this  to  me?”  or  child  says,  “Did  I cause 
the  heart  attack  by  wishing  that  he  wasn’t  around?” 
or  a young  woman  says,  “Now  I have  an  excuse 
to  not  get  married  because  I have  to  stay  home  and 
take  care  of  Mom”  and  so  on. 

Since  this  is  so  large  a subject,  we  shall  concen- 
trate upon  the  effect  of  a heart  attack  upon  the  in- 
dividual, though  I must  say  that  a very  important 
part  of  the  work  of  a physician  and  a hospital  is 
always  to  work  with  the  family  of  the  sick  person. 
It  is  very  very  hard  on  a cardiac  patient  to  have  his 
wife  say  to  him,  “Why  did  you  do  this  to  me?”  or 
“I  can’t  take  care  of  the  kids  while  you  are  sick.” 
It  is  hard  on  the  patient  to  face  his  wife  since  he 
wonders  if  he  has  now  taken  sex  from  her.  It  is  hard 
on  the  wife  to  wonder  if  the  contact  and  message 
of  sex  is  now  no  longer  available.  It  is  hard  on  the 
wife  to  wonder  if  intercourse  the  night  before  the 
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heart  attack  or  an  argument  before  the  heart  attack 
is  what  did  him  in.^ 

But,  let’s  stick  to  a discussion  of  the  coronary 
heart  disease  patient. 

In  1959,  it  was  first  proposed  that  people  with 
certain  personality  characteristics  were  more  prone 
to  get  myocardial  infarcts  (Friedman  and  Rosen- 
man).  These  were  called  Type  A personalities: 

1.  Intense  striving  for  achievement 

2.  Competitiveness 

3.  Easily  provoked  impatience 

4.  Time-urgency 

5.  Abruptness  of  gesture  and  speech 

6.  Hyper  alert  posture 

7.  Tense  facial  musculature 

8.  Overcommitment  to  vocation  or  profession 

9.  Excesses  of  drive  and  hostility 

It  is  to  be  remembered  that  these  or  parts  of  these 
characteristics  are  just  that  — characteristics,  not 
reactions  to  stress.  They  are  there  all  the  time. 

Popularity  of  this  concept  of  the  Type  A person- 
ality has  waxed  and  waned  and  much  effort  has 
gone  into  refining  it.  The  most  recent  writings  show 
it  much  alive  and  considerably  refined.  Note,  al- 
ways, that  so  far  the  theory  has  proposed  to  make 
it  possible  to  guess  who  might  have  a coronary  and 
very  little  is  as  yet  really  added  to  prevention  or 
cure.  Nonetheless,  it  is  important  for  health  workers 
to  know  of  this  concept  in  order  to  better  work  with 
cardiac  patients.  Remember  that  the  theory  of  a 
Type  A personality  being  more  prone  to  myocardial 
infarct  says  just  that  — it  is  more  prone.  There  are 
others  that  get  heart  disease.  What  are  the  factors 
involved  in  a higher  level  of  heart  related  deaths  in 
Blacks  and  American  Indians? 

Recent  studies  in  Boston  and  San  Francisco  have 
refined  the  personality  characteristics  to  distinguish 
those  who  will  possibly  get  angina,  myocardial  in- 
farction, or  mild  or  severe  atherosclerosis^  And  now 
studies  begin  to  point  to  women  who  are  prone  to 
these  diseases.  Women  are  now  following  the  pat- 
terns of  men.^ 

Some  studies  are  done  by  a formalized  interview 
technique  in  which  certain  questions  are  always  asked 
and  the  answers  are  registered  in  grades  low  to  high. 
Some  studies  are  done  by  written  questions  which 
are  then  run  through  a computer.^ 

Angina  patients:  People  prone  to  be  openly  com- 
petitive; played  on  more  than  one  athletic  team  in 
school;  upset  when  favorite  team  loses;  highly  re- 
active to  environmental  stimulation  and  frustration; 
strongly  irritated  when  interrupted  and  will  speak 
out  about  this  — yet  they  deny  losing  temper;  eating 
habits  change  when  under  stress  more  than  occurs 
with  others;  active  and  responsible;  likely  to  have 


taken  night  courses  and  correspondence  courses  for 
vocational  advancement;  also  most  likely  to  have 
held  two  or  more  jobs  simultaneously  for  at  least 
four  years;  they  rate  themselves  as  more  responsible 
than  others  and  will  commonly  move  in  and  take 
over  jobs  others  are  not  doing  rapidly  or  well;  never 
late  for  appointments  but  not  especially  aware  of 
rushing  or  hurrying  more  than  others. 

Acute  Myocardial  Infarction:  People  prone  to 
get  competitive  on  the  job  but  claim  to  avoid  in- 
terpersonal competition;  they  claim  that  they  do  not 
strive  to  be  obviously  better  than  peers  and  in  high 
school  reportedly  did  not  strive  for  top  grades  but 
rather  tried  to  be  comparable  to  friends;  felt  they 
were  hard  driving  when  younger  but  do  not  consider 
themselves  so  as  middle  adults;  quit  high  school  or 
college  to  go  to  work;  take  fewer  vacation  days  than 
alloted  and  impatient  for  vacation  to  end  so  they 
can  go  back  to  work;  despite  this,  these  people  con- 
sider themselves  to  take  life  less  seriously  than  do 
their  co-workers;  few  or  no  job  changes  in  ten  years; 
never  late  for  appointments;  conserving  of  time  in 
that  they  often  carry  work  with  them  so  they  can 
finish  it  while  waiting  for  others. 

A 10,000  man  study  in  Israel  separates  angina 
prone  people  from  myocardial  infarct  prone  people 
in  that  the  angina  prone  report  more  life  conflict 
and  dissatisfaction,  higher  anxiety  and  generally 
greater  reactivity  to  environmental  stress  than  did 
those  men  who  remained  healthy.  No  such  trends 
were  noted  in  M.I.  prone  persons. 

Arteriosclerosis:  Those  prone  to  get  it  are  the 
hard  driving,  hard  working  Type  A individuals  who 
put  pressure  on  themselves  to  solve  problems,  meet 
deadlines,  and  to  move  up  the  social  ladder.  At  the 
same  time  these  people  are  often  uncomfortable  in 
their  interpersonal  relationships  and  they  feel  awk- 
ward and  insecure  when  in  groups.  They  obtain  their 
rewards  in  life  from  seeking  achievement  rather  than 
from  socializing  with  people.  They  seem  to  have  a 
low  threshhold  for  becoming  tense  or  depressed. 
Having  Type  A behavior  and  social  insecurity  por- 
tends a greater  severity  of  arteriosclerosis  than  the 
possession  of  either  characteristic  alone. 


...  a very  important  part  of  the  work  of  a phy- 
sician and  a hospital  is  always  to  work  with  the 
family  of  the  sickperson. 


Having  gone  through  the  thoughts  concerning  the 
personality  type  which  is  most  likely  to  be  involved 
in  myocardial  infarction  or  angina  or  arterioscle- 
rosis, we  must  recognize  that  this  leaves  the  story 
incomplete.  It  does  not  explain  why  certain  behav- 
iors occur  in  myocardial  patients.  Let  us  see  if  we 
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can  make  some  sense  out  of  the  behaviors  of  some 
patients. 

In  every  adult  human  being  there  remains  a little 
child.  Therefore,  in  every  human  being  there  re- 
mains some  residual  of  the  need  for  fulfillment  of 
childish  things.  Little  children  are  dependent,  and 
it  is  their  dependency  needs  which  have  to  be,  from 
time  to  time,  filled  or  nourished.  Within  every  per- 
son there  is  a propensity  to  regress  to  an  earlier, 
less  mature  and,  indeed,  sometimes  child-like  level 
under  certain  conditions  of  stress  and  deprivation. 
(“My  husband  is  such  a baby  when  he  is  sick.”) 

In  the  personalities  which  we  have  been  calling 
A-type  personalities,  one  of  the  accomplishments, 
one  of  the  victories  is  the  victory  over  the  little  child 
or  over  the  dependency  needs  and  over  the  tendency 
to  regress  to  the  little  child  in  order  to  get  depend- 
ency needs  met. 

Now  comes  a myocardial  infarction  or  a serious 
threat  to  this  everloving  pump  which  makes  the 
world  go.  Suddenly  the  person  is  precipitated  into 
a state  of  serious  dependency.  Suddenly  he  has  no 
control  over  himself  or  what  he  is  going  to  eat  or 
what  medications  he  is  going  to  take,  what  needles 
people  stick  into  him.  He  has  no  control  over  any 
important  part  of  his  life,  including  whether  or  not 
he  will  live.  That  big  white  envelope  of  loving  care 
called  hospital,  nurses,  and  doctors  completely  sur- 
rounds him.  It  is  as  if  he  is  almost  once  again  rel- 
egated to  a womb  and  wires  and  tubes  are  the  um- 
bilical cord. 


The  cardiac  patient  who  denies  in  a more  positive 
way  is  one  who  seems  to  dwell  less  upon  the 
importance  of  his  illness  and  the  threat  of  death, 
and  immediately  begins  to  aim  for  recovery.  . . . 


The  reactions  of  patients  to  this  life-threatening 
situation  and  to  the  extreme  dependency  of  this  sit- 
uation fall  largely  into  three  groups: 

I.  There  is  one  group,  the  ideal  group,  in  which 
the  person  acknowledges  the  situation  he  is  in  and 
accepts  the  help  which  is  proffered  to  him  with  the 
ever-present  expectation  that  should  he  recover,  he 
will  return  to  whatever  major  portion  of  his  previous 
life  he  can.  These  are  easy  patients  — if  a cardiac 
patient  can  ever  be  considered  easy. 

II.  Then  there  is  the  group  which  appears  to  wel- 
come the  dependency  state  and  to  even  fight  to 
maintain  the  dependency  state.  This  is  the  person 
who  refuses  to  get  well,  who  refuses  to  get  out  of 
bed,  who  refuses  to  go  home,  who  takes  his  med- 
ication and  wants  more,  and  who,  when  he  goes 
home,  sits  and  moves  not  ever  again.  From  his  now 
accepted  dependency  position,  he  may  impose  upon 


others  his  old  type-A  personality  and  demand  hard 
work,  excellence,  immediacy,  promptness,  etc. 

III.  Then  there  is  the  third  group  which  abso- 
lutely denies  the  existence  of  the  life-threatening 
situation  and  of  any  need  to  submit  to  a dependency 
position.  This  is  the  person  you  will  find  out  of  bed 
when  he  is  not  supposed  to  be  out  of  bed.  This  is 
the  patient  you  will  find  sneaking  down  the  hall  to 
the  stairwell  to  exercise  by  running  up  and  down 
the  stairs.  This  is  the  person  who  will  throw  your 
loving  efforts,  your  care-taking  efforts,  into  your 
face  and  leave  you  feeling  frightened,  impotent  and 
angry. 

The  concept  of  denial  as  indicated  in  the  preced- 
ing paragraph  comes  into  conflict  with  some  of  the 
studies  which  indicate  denial  to  be  a favorable 
mechanism."^  Many  of  our  words  which  propose  to 
describe  the  psychological  concepts  lend  themselves 
to  confusion.  In  the  previous  paragraph,  the  form 
of  denial  can  be,  perhaps,  modified  by  the  word 
anger.  The  cardiac  patient  may  be  terrified  and  en- 
raged by  the  threat  to  his  personal  integrity  so  he 
reacts  blindly  against  it  as  he,  in  one  way  or  another, 
proves  that  he  remains  in  control  of  himself.  The 
cardiac  patient  who  denies  in  a more  positive  way 
is  one  who  seems  to  dwell  less  upon  the  importance 
of  his  illness  and  the  threat  of  death,  and  immedi- 
ately begins  to  aim  for  recovery  and  resumption  of 
life  at  whatever  can  be  the  most  he  will  be  able  to 
attain.  The  non-denier  seems  to  submit  to  the  idea 
that  his  heart  has  told  him  that  he  is  marked  for 
death  and  he  ceases  to  aim  for  the  best  of  life  that 
remains  for  him. 

CONCLUSION 

The  primary  physician  must  keep  in  mind  that 
there  is  a very  important  emotional  component  in 
the  disease  of  his  cardiac  patients  and  of  the  patient’s 
family.  For  years  of  the  physician’s  training,  the 
primary  consideration  has  been,  and  is,  in  the  di- 
rection of  diagnosis  and  then  medicinal  and  me- 
chanical treatment.  The  truly  successful  physician, 
however,  finds  that  the  more  personal  attention  he 
gives  to  the  personal  needs  of  the  patient  and  the 
family,  the  more  successful  is  the  treatment.  For 
some  physicians,  it  is  nearly  impossible  to  spend  a 
lot  of  time  “talking”  with  patients.  This  causes  us 
to  turn  our  attention  to  including  a psychiatrist  in 
the  treatment  plan.  It  has  been  proven  that  psy- 
chotherapy and  family  therapy  make  a very  meas- 
urable improvement  in  the  outcome  of  cardiac  cases. 
If  the  primary  physician  is  practicing  where  it  is 
impossible  to  get  psychiatric  help,  then  he  should 
include  in  his  treatment  program  spending  time  talk- 
ing with  the  patient  and  with  the  family  emphasizing 
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largely  a positive  note.^’^ 

Under  ordinary  circumstances,  half  of  cardiac  pa- 
tients return  to  work  and,  more  or  less,  normal  life 
functions.  With  the  addition  of  in-hospital  therapy 
sessions  and  post-hospital  therapy  sessions,  it  is 
possible  for  many  more  to  return  to  work  and  gen- 
erally normal  function. 
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disease.  Observe  regularly  for  possible  blood  dyscrasias.  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
’Dyazide’.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereo),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  ’Dyazide’ 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  ’Dyazide’.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  ’Dyazide’  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes. 
Dyazide’  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  ’Dyazide’, 
although  a causal  relationship  has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsuie,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  lOO  (intended  for 
institutional  use  only);  in  Patient-PaK™  unit-of-use  botties  of  lOO. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules® 

offers  effecfiveness  againsf 
fhe  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
to  the  cephalosporins  and  should  be  given  cautiously  to  prevention  of  streptococcal  infections,  including  the  prophy- 
penicillin-allergic  patients.  laxis  of  rheumatic  fever.  See  prescribing  information. 


Ceclor®  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  information. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  Streptococcus 
pneumoniae,  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A ^-hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS.  PENICILLINS  ANO  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti- 
biotics. It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates  mother’s 
milk.  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1,5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resol  ution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

•As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes. 
•Transient  fluctuations  in  leukocyte  count 
(especially  ItT infants  and  children). 

• Abnormal  urinalysis;  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs’  test. 

• False-positive  tests  for  urinary  glucose  with 

Benedict’s  or  Fehling’s  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  [obitbtli 
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“Livii^  in  the  city 
is  lonely  enoi^h... 
with  herpes  it’s  like 
solitary  confinement!’ 


(acyclovir) 

CAPSULES 

Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
759c  of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX* 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  n*om 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally  1 

well  tolerated 

Daily  therapy  with  ZOVIRAl 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent  1 
adverse  reactions  reported  1 
during  clinical  trials  were  > 
headache,  diarrhea,  nausea/  | 
vomiting,  vertigo,  and  j 
arthralgia.  ^ 

The  physical  and  emotional 
difficulties  posed  by  genital  J 
herpes  are  unique  for  each 
patient.  The  frequency  and  j 
severity  of  recurrent  episodes,^ 
as  well  as  the  emotional  | 
impact  of  the  disease,  should  J 
be  considered  when  selecting  j 
daily  therapy  with  ZOVIRAX^ 

CAPSULES.  S 

-'1 

Phase  see  brief  summary  of  \ 

prescribing  information  on  next  page 

Vi 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovireix  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posecl  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  uniciue  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  imderstanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropriate  in 
treating  all  genital  herpes  infections.  The  following 
guidelines  may  be  useful  in  weighing  the  benefity 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 
The  promptness  of  initiation  of  therapy  and/or  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shovm  that  Zovirax  Capsules 
pven  for  4 to  6 months  prevented  or  reduced  the 
frequency  and/or  severity  of  recurrences  in  greater 
than  95%  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  75%  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a regimen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affected 
patients.  Unanswered  questions  concerning  the 
human  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certedn  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  reciurent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy.  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg/kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mgicg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (hiunan  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  <450  mg/Icg/day,  p.o.)  or  in 
rats  (25  mg/kgflay,  s.c.).  At  50  mg/^g/day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg  day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg  kg  day 
and  25  mgkg/aay,  s.c.  The  intravenous  administra- 
tion of  100  mgkg/day,  a dose  known  to  cause  ob- 
structive nep^opathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, caused  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4- week  postdose  recovery 
phase  after  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy imless  the  potential  benefit  justifies  the 
potential  risk  to  tne  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  dining  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis (1),  muscle  cramps  (2),  pars  planitis  (1), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
<10  ml  min'1.73'm2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
“Wellcome  ZOV’IRAX  200’’  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  Ib’-OO^C  (59°-86°Fi  and  protect  from  light. 

*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 

Burroughs  Wellcome  Co.,  Research  Tnangle  Park.  North  Carolina  27709 
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ENDOWMENT  MONTH 


A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


Your  contribution*  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  - BE  GENEROUS! 


Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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President's  Page 


Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


Merry  Christmas! 

Tffls  IS  MY  FAVORITE  TIME  of  the  year.  Growing 
up  in  a rural  area  made  the  visits  of  family  and 
friends  even  more  fun  because  of  the  excitement  of 
the  season.  I recall  sitting  around  a wood  stove 
stringing  popcorn  to  decorate  the  tree  we  had  cut 
back  on  the  hill  and  pulled  to  the  house  with  a sleigh 
and  horses.  The  adults  were  stretching  out  the  coils, 
unwound  and  saved  from  opening  a year’s  worth 
of  coffee  cans.  They  were  very  colorful  — shiny 
silver  on  the  inside  and  red,  blue,  green  and  brown 
on  the  outside.  The  edges  were  too  sharp  for  little 
fingers,  so  we  didn’t  get  to  play  with  them. 


Big  soft  snowflakes  drifting  down  on  a windless, 
quiet  evening  gives  me  the  contentment  of  Christ- 
mas any  time  in  winter. 

This  is  a special  time.  All  my  family  will  be 
home.  All  are  healthy  and  happy.  I am  grateful  for 
all  of  this.  Mostly  though,  I am  grateful  for  Him; 
to  be  allowed  the  privilege  of  being  a part  of  the 
best  profession  the  world  has  ever  known  and  to 
have  friends,  such  as  you. 

May  I use  this  season  as  an  excuse  to  ask  God 
to  bless  you  and  yours  all  year  ’round.  ■ 
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UPCOMING  MEETINGS 
—1 988— 

For  the  Members  of  South  Dakota  State 

Medical  Association 


January  8,  1988 
January  8,  1988 
January  25,  1988 
April  15,  1988 
June  26-30,  1988 


Budget  and  Audit  Committee 
AIDS  Task  Force  Meeting 
SoDaPAC  Board  Meeting 
Council  Meeting 
AMA  Annual  Meeting 


Sioux  Falls 
Sioux  Falls 
Pierre 
Sioux  Falls 
Chicago 


THE  ANNUAL  MEETING  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

June  2-4,  1988 
NEW  THREE  DAY  FORMAT 
HOWARD  JOHNSON  MOTOR  LODGE 

RAPID  CITY 


****** 
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University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans  " 


Necrotizing  Fasciitis: 

A Serious  Soft  Tissue  Infection"^ 

Necrotizing  fasciitis  is  a serious  soft  tissue  infection  that  requires  aggressive  medical 
and  surgical  treatment. 


Anthony  G.  Salem,  MDt 
Steven  Brooks,  MD$ 
Donald  Humphreys,  MD§ 
Frank  Jones,  MD|| 
Michael  B.  Heisler,  MD# 
Jerry  Simmons,  MD* * * § ** 
Dwight  Hertz,  MDtt 


ABSTRACT 

A patient  is  presented  who  developed  necro- 
tizing fasciitis  secondary  to  S pyogenes.  The  pa- 
tient developed  multi-system  organ  failure  and 
died  despite  aggressive  medical  and  surgical 
treatment. 

Necrotizing  fasciitis  belongs  to  a group  of  “se- 

Dr.  Salem:  We  will  discuss  a relatively  un- 
common but  serious  medical  problem  that 
requires  close  cooperation  between  the  surgeon  and 


* An  edited  summary  of  a Combined  Clinical  Conference  held 
Janu^  14,  1987  at  the  Royal  C.  Johnson  Veterans  Admin- 
istration Hospital,  Sioux  Falls,  SD;  From  the  Royal  C.  John- 
son Veterans  Administration  Hospital  and  University  of  South 
Dakota  School  of  Medicine. 

t Associate  Professor,  Department  of  Internal  Medicine,  USD 
School  of  Medicine;  Chief,  Medical  Service,  Veterans 
Administration  Hospital,  Sioux  Falls,  SD. 

+ Internal  Medicine  Resident,  USD  School  of  Medicine,  Sioux 
Falls,  SD. 

§ Professor,  Department  of  Internal  Medicine,  USD  School 
of  Medicine;  Chief,  Section  of  Infectious  Diseases,  Veterans 
Administration  Hospital,  Sioux  Falls,  SD. 

II  Associate  Professor,  Department  of  Surgery,  USD  School 
of  Medicine;  Chief,  Surgical  Service,  Veterans  Adminis- 
tration Hospital,  Sioux  Falls,  SD. 

# Assistant  Professor,  Department  of  Internal  Medicine,  USD 
School  of  Medicine;  Director,  Intensive  Care  Unit,  Veterans 
Administration  Hospital,  Sioux  Falls,  SD. 

**  Professor,  Department  of  Laboratory  Medicine,  USD  School 
of  Medicine;  Clinical  Chief,  Laboratory  Service,  Veterans 
Administration  Hospital,  Sioux  Falls,  SD. 

ft  Pathology  Resident,  USD  School  of  Medicine;  Sioux  Falls, 
SD. 


rious  soft  tissue  infections”  that  are  difficult  to 
diagnose,  treat,  and  categorize.  These  infections 
require  both  medical  and  surgical  treatment.  Di- 
agnosis, complications,  and  treatment  of  “seri- 
ous soft  tissue  infections”  are  discussed. 


the  primary  care  physician.  Dr.  Steve  Brooks  will 
present  the  patient. 

Dr.  Brooks:  The  patient  was  a 63-year  old  Cau- 
casian male  with  insulin  dependent  diabetes  melli- 
tus,  diabetic  nephropathy  and  neuropathy,  and  a 
chronic  ulcer  on  the  plantar  surface  of  his  left  foot. 
He  was  in  his  usual  state  of  health  until  several  days 
prior  to  admission  when  he  fell  and  injured  the  lat- 
eral aspect  of  his  left  foot.  Shortly  thereafter,  he 
noted  pain  and  swelling,  as  well  as  fever  and  chills. 

He  was  admitted  for  evaluation  and  treatment  of 
an  edematous,  erythematous,  and  weeping  ulcer  on 
the  left  lateral  ankle. 

PHYSICAL  EXAMINATION:  Revealed  a well  nourished 
male  in  moderate  respiratory  distress.  BP  110/55,  pulse  80 
and  regular,  temperature  99.8  F,  respiration  35,  weight  265 
lbs.,  height  6'2".  HEENT  — Negative.  Skin  — Dry  with 
tenting  and  poor  turgor.  Lungs  — Bibasilar  crackles.  Car- 
diovascular — Regular  rhythm  without  murmur,  rub,  or 
gallop.  No  jugular  venous  distention  was  noted.  Abdomen 
— Obese,  without  organomegaly.  Bowel  sounds  present. 
Extremities  — Left  lower  extremity  was  very  edematous, 
erythematous,  and  warm.  There  was  a 3 cm  weeping  ulcer 
on  the  left  lateral  ankle,  and  a 3 cm  plantar  ulcer  also  on 
the  left  that  was  1-2  cm  deep.  The  right  leg  had  minimal 
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edema.  There  was  decreased  sensation  to  pin  prick,  pro- 
prioception, and  light  touch  in  the  feet  bilaterally.  Deep 
tendon  reflexes  were  normal. 

LABORATORY  VALUES:  Hemoglobin,  11.4  g/dL;  Hem- 
atocrit, 34.6%;  WBC,  36,300  /uL  with  84%  segs,  12% 
bands,  and  3%  lymphocytes;  Blood  Urea  Nitrogen,  81  mg/ 
dL;  Creatinine,  4.4  mg/dL;  Glucose,  182  mg/dL;  electrolyte 
levels  were  normal;  arterial  pH,  7.35;  pCOj,  26.3  mmHg; 
pOj,  60  mmHg;  bicarbonate,  16.4  mEq/L;  oxygen  satura- 
tion, 87  % . Electrocardiogram  revealed  a right  bundle  branch 
block.  Chest  x-ray  showed  atelectasis  of  the  left  base.  Roent- 
genogram of  the  left  foot  was  consistent  with  chronic  os- 
teomyelitis involving  the  metatarsophalangeal  joint  of  the 
second  toe.  There  was  no  evidence  of  gas  in  the  soft  tissue. 
Appropriate  cultures  were  obtained. 

The  patient  was  given  ticarcillin,  nafcillin,  and 
intravenous  fluids.  On  the  second  hospital  day,  he 


* From  Cecil  Textbook  of  Medicine,  ed  17,  W.  B.  Saunders. 
Used  with  permission  from  the  author  and  publisher. 


developed  increasing  shortness  of  breath  and  renal 
dysfunction. 

Blood  cultures  drawn  on  admission  were  positive 
for  Streptococcus  pyogenes  (group  A,  beta-hemo- 
lytic Streptococcus).  He  was  transferred  to  the  in- 
tensive care  unit  where  right  heart  catheterization 
showed  left  ventricular  failure,  normal  cardiac  out- 
put, and  slightly  decreased  peripheral  vascular  re- 
sistance. He  underwent  debridement  of  the  left  lower 
extremity  in  the  operating  room. 

On  the  third  hospital  day,  he  developed  increas- 
ing acidosis,  elevated  prothrombin  time  and  partial 
thromboplastic  time,  marked  anemia,  and  respira- 
tory failure.  Mechanical  ventilation  was  instituted. 


TABLE  I* 

SERIOUS  SOFT  TISSUE  INFECTIONS 


Gas-Forming 

Cellulitis 

Synergistic 

Necrotizing 

Cellulitis 

Gas 

Gangrene 

“Streptococcal” 

Myonecrosis 

Necrotizing 

Fasciitis 

Infected 

Vascular 

Gangrene 

Streptococcal 

Gangrene 

Predisposing 

Traumatic 

Diabetes, 

Traumatic 

Trauma,  sur- 

Diabetes, 

Arterial  in- 

Traumatic  or 

conditions 

prior  local  le- 
sion, perirec- 
tal lesion 

or  surgical 
wound 

gery 

trauma,  sur- 
gery, perineal 
infection 

sufficiency 

surgical 

wound 

Incubation 

period 

>3  days 

3-14  days 

1-4  days 

3-4  days 

1-4  days 

>5  days 

6 hours- 
2 days 

Etiologic  or- 

Clostridia, 

Mixed  aero- 

Clostridia, 

Anaerobic 

Mixed  aero- 

Mixed  aero- 

S.  pyogenes 

ganisms(s) 

others 

bic-anaerobic 

flora 

esp.  C.  per- 
fringens 

streptococci 

bic-anaerobic 

flora 

bic-anarobic 

flora 

Systemic  tox- 
icity 

Minimal 

Moderate  to 
severe 

Severe 

Minimal  until 
late  in  course 

Moderate  to 
severe 

Minimal 

Severe 

Course 

Gradual 

Acute 

Acute 

Subacute 

Acute  or  sub- 
acute 

Subacute 

Acute 

Wound  flndings 

Local  pain 

Minimal 

Moderate  to 
severe 

Severe 

Late  only 

Minimal  to 
moderate 

Variable 

Severe 

Skin  ap- 

Swollen, 

Erythematous 

Tense  and 

Erythema  or 

Blanched,  ery- 

Erythema  or 

Erythema, 

pearance 

minimal  dis- 
coloration 

or  gangrene 

blanched, 
yellow- 
bronze,  ne- 
crosis with 
hemor- 
rhagic bul- 
lae 

yellow  bronze 

thema,  necro- 
sis with  hem- 
orrhagic 
bullae 

necrosis 

necrosis 

Gas 

Abundant 

Variable 

Usually 

present 

Variable 

Variable 

Variable 

No 

Muscle 

involvement 

No 

Variable 

Myone- 

crosis 

Myonecrosis 

No 

Myonecrosis 
limited  to 
area  of  vas- 
cular in- 
sufficiency 

No 

Discharge 

Thin,  dark, 
sweetish  or 
foul  odor 

Dark  pus  or 

“dishwater,” 

putrid 

Serosan- 
guinous, 
sweet  or 
foul  odor 

Seropurulent 

Seropurulent 
or  “dishwa- 
ter,” putrid 

Minimal 

None  or  sero- 
sanguinous, 
no  odor 

Gram  stain 

PMNs  and 

PMNs,  mixed 

Sparse 

PMNs,  gram- 

PMNs, 

PMNs,  mixed 

PMNs,  gram- 

gram  posi- 
tive bacilli 

flora 

PMNs; 
gram- 
positive ba- 
cilli 

positive  cocci 

mixed  flora 

flora 

positive  cocci 
in  chains 

Surgical 

therapy 

Debridement 

Wide  filleting 
incisions 

Extensive 

excision, 

amputation 

Excision  of  ne- 
crotic muscle 

Wide  filleting 
incisions 

Amputation 

Debridement 
of  necrotic  tis- 
sue 
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He  was  given  intravenous  fluids,  antibiotics,  and 
packed  red  cells.  Due  to  his  critical  condition,  repeat 
debridement  of  his  left  lower  extremity  was  done 
at  the  bedside.  Shortly  after  that  procedure,  he  had 
cardiac  arrest  and  died.  Permission  for  autopsy  was 
obtained. 

DISCUSSION 

Dr.  Salem:  Dr  Frank  Jones,  Chief  of  the  Surgical 
Service,  and  Dr.  Don  Humphreys,  Chief  of  the  Sec- 
tion of  Infectious  Diseases,  will  discuss  the  patient’s 
medical  problems. 

Dr.  Humphreys:  Patients  with  soft  tissue  infec- 
tions can  present  with  a wide  spectrum  of  disease 
ranging  from  erysipelas  and  cellulitis  to  more  se- 
rious fasciitis  and  gas  gangrene.  Erysipelas  is  a su- 
perficial cellulitis  of  the  skin,  usually  caused  by 
S pyogenes  (group  A,  beta-hemolytic  Streptococ- 
cus). The  lesion  is  bright  red,  indurated,  and  pain- 
ful. The  border  of  this  lesion  is  usually  sharply 
demarcated  in  contrast  to  the  rather  ill-defined  bor- 
der seen  in  other  types  of  cellulitis.  The  infection 
typically  responds  to  low  doses  of  penicillin.’ 

The  broader  classification  of  cellulitis  includes 
infections  of  the  skin  which  involve  the  subcuta- 
neous tissue;  these  also  are  usually  caused  by  S py- 
ogenes with  or  without  Staphylococcus  aureus.  The 
lesions  are  erythematous,  swollen,  painful,  and  may 
be  accompanied  by  fever,  chills,  or  bacteremia.  Cel- 
lulitis usually  responds  to  appropriate  antibiotics.  It 
must  be  differentiated  from  “serious  soft  tissue” 
infections.’ 

Serious  soft  tissue  infections,  similar  to  what  this 
patient  had,  can  be  very  confusing^-^  (Table  I).  The 
terminology  is  confusing  at  best  and  incomprehen- 
sible at  worst.  The  term  “serious  soft  tissue”  in- 
fections is  actually  a misnomer,  since  erysipelas  and 
simple  cellulitis  can  also  have  devastating  conse- 
quences if  not  treated  correctly.  Despite  terminol- 
ogy and  the  multiple  clinical  presentations,  I will 
try  to  simplify  the  “soft  tissue  infection’  ’ syndrome. 
One  may  see  infection  of  the  skin,  muscle,  or  fascia. 
Infections  of  muscle  and  fascia  usually  need  surgical 
debridement  while  infections  of  the  skin  usually  do 
not.  Both  gram-positive  and/or  gram-negative  or- 
ganisms can  be  involved.  Aerobic,  anaerobic,  or 
both  aerobic  and  anaerobic  organisms  may  be  im- 
plicated as  the  cause  of  the  infections.  Certain  or- 
ganisms such  as  Clostridia,  bacteroides,  anaerobic 
streptococci,  or  polymicrobial  infections  suggest 
“serious  soft  tissue  infections.”  Certain  clinical 
signs  and  symptoms  also  suggest  “serious  soft  tis- 
sue infections”  (Table  II).  If  several  of  these  signs 
or  symptoms  are  present,  one  is  probably  dealing 
with  a serious  soft  tissue  infection  that  needs  rapid 
and  aggressive  therapy. 


TABLE  II 

RISK  FACTORS  FOR  SERIOUS  SOFT  TISSUE 
INFECTIONS 

Air  in  tissues  or  fascial  planes 

Severe  local  pain  or  tenderness  followed  by  anesthesia 
Skin  ulceration  or  necrosis 
Purulent  exudate  from  tissue 
Multiple  organisms 
Rapid  progression  of  infection 
Metabolic  derangement  (hypoxia,  acidosis,  renal 
failure,  etc.) 

Confusion  or  coma 

Hypotension 

Anemia 


Once  one  has  identified  a serious  soft  tissue  in- 
fection based  on  the  site  of  infection,  type  of  or- 
ganism, and  clinical  signs  and  symptoms  outlined 
above,  he/she  should  try  to  categorize  the  infection 
according  to  Table  I.  Despite  the  nomenclature  of 
these  infections,  the  patient  needs  prompt  medical 
and  surgical  treatment. 

Dr.  Jones:  This  patient  had  streptococcal  necro- 
tizing fasciitis.  The  basic  elements  of  this  syndrome 
are  the  presence  of  edema,  erythema,  involvement 
of  fascia,  sanguineous  to  turbid  draining,  blister 
formation,  and  necrosis  of  tissue.  It  frequently  oc- 
curs postoperatively  or  after  minor  trauma.  Often 
no  antecedant  event  can  be  elicited.  It  involves  skin 
and  fascia  but  spares  muscle.^’ ® In  the  early  stages, 
the  overlying  skin  may  be  relatively  normal  and 
obscure  the  diagnosis.®’  Guillano  et  al  have  helped 
define  the  bacteriology  of  necrotizing  fasciitis.  They 
identified  75  organisms  in  sixteen  patients  with  nec- 
rotizing fasciitis.  The  predominate  organisms  were 
streptococcus  species,  enterobacteriaceae  species, 
peptostreptococcus  species,  and  bacteroides  species 
including  an  occasional  B fragillis.*  Staphylococcus 
aureus  and  clostridia  species  are  notable  but  less 
important  pathogens  in  this  disease.®-®  Since  diag- 
nosis is  often  delayed  because  the  clinical  syndrome 
is  not  recognized,'’’  ^ the  patient  with  suspected  fas- 
ciitis should  be  seen  by  an  experienced  surgeon  as 
early  as  possible.  In  addition  to  clinical  signs  and 
symptoms,  use  of  frozen-section  biopsies  with  typ- 
ical histologic  findings  (see  below)  can  help  with 
early  recognition.^  The  patient  needs  immediate  de- 
bridement to  promote  wound  healing  and  to  prevent 
multi-system  organ  failure.'’  Cellulitis  which  in- 
volves only  the  skin  and  subcutaneous  tissue  will 
respond  to  antibiotics.  When  a “serious  soft  tissue 
infection”  involves  deeper  tissues  such  as  muscle 
or  fascia,  one  must  incise,  drain,  and  debride  the 
area  as  quickly  as  possible.  The  patient  may  require 
multiple  debridement  and  must  be  watched  very 
closely. ® 

We  took  this  patient  to  the  operating  room  for 
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the  first  debridement,  but  did  the  second  debride- 
ment at  the  bedside  because  of  his  unstable  condi- 
tion. Unfortunately  he  died  shortly  after  the  debride- 
ment was  completed.  Death  was  not  unexpected, 
considering  the  published  collective  mortality  of  38% 
for  necrotizing  fasciitis."^ 

Dr.  Heisler:  As  Drs.  Humphreys  and  Jones  have 
indicated,  these  patients  are  severely  ill,  and  require 
rapid  and  aggressive  therapy.  They  need  immediate 
surgical  consultation  for  possible  fasciectomy.  In 
most  cases,  they  will  not  survive  if  the  involved 
tissue  is  not  incised,  drained,  and  debrided.  A com- 
mon mistake  is  to  postpone  surgical  intervention, 
hoping  to  arrest  the  rapidly  progressive  infection 
with  antibiotics  alone. 


Patients  with  soft  tissue  infections  can  present 
with  a wide  spectrum  of  disease  ranging  from 
erysipelas  and  cellulitis  to  more  serious  fasciitis 
and  gas  gangrene. 


It  is  important  to  remember  that  gram-positive 
organisms  release  exotoxins  and  gram-negative  or- 
ganisms release  endotoxins,  both  of  which  stimulate 
a cascade  involving  Hageman  factor,  the  comple- 
ment system,  and  macrophage  activating  factors  — 
leading  to  release  of  chromotactic  factor  (C5A),  the 
kinin  system,  plasminogen  proactivator,  platelet 
lysis,  etc.  The  final  common  pathway  is  diffuse 
capillary  endothelial  damage  involving  all  organs 
and  tissues,  with  subsequent  development  of  multi- 
system organ  failure  (MSOF).  Acute  renal  failure, 
gastrointestinal  bleeding,  abnormal  liver  function 
studies,  decreased  left  ventricular  contractility,  non- 
cardiogenic  pulmonary  edema  (ARDS),  marked  pe- 
ripheral vasodilation,  change  in  sensorium  reflect- 
ing central  nervous  system  involvement,  and  dis- 
seminated intravascular  coagulopathy  (DIG)  are  all 
recognized  components  of  the  MSOF  state. 
Clinical  evidence  of  end-organ  damage  is  often  de- 
layed for  12  to  36  hours,  leading  to  a false  sense 
of  security  on  the  part  of  the  physician  caring  for 
such  patients.  Recent  evidence  shows  that  survival 
in  sepsis  and  septic  shock  is  dependent  upon  early 
intervention  to  block  the  effect  of  the  negative  feed- 
back loop  associated  with  MSOF.^^  These  patients 
should  be  admitted  to  an  intensive  care  unit.  Early 
insertion  of  a pulmonary  artery  catheter  to  assess 
cardiac  output,  systemic  vascular  resistance,  and 
mixed  venous  oxygen  saturation  is  essential.  Fi- 
nally, the  physician  must  maintain  adequate  intra- 
vascular volume,  oxygen  transport,  and  urine  out- 
put, at  the  same  time  screening  for  potential 
intrapulmonary  shunts  (ARDS),  DIG,  metabolic 
acidosis  (most  often  lactate),  rhabdomyolysis,  elec- 


trolyte imbalance,  and  progressive  renal  failure. 

Dr.  John  Farris  (Internal  Medicine  Resident,  ^ 
USDSM):  What  antibiotics  should  empirically  be 
started  in  these  patients? 

Dr.  Salem:  The  choice  of  empiric  antibiotics  is 
problematic  due  to  the  multiplicity  of  organisms 
seen  in  these  patients. * One  obviously  needs 
broad-spectrum  coverage  and  I would  suggest  one 
of  the  following  combinations:  (1)  penicillin,  an 
aminoglycoside,  and  a penicillinase-resistant  peni- 
cillin; (2)  an  extended  spectrum  penicillin;  e.g.,  ti- 
carcillin,  piperacillin,  etc.  and  a penicillinase- 
resistant  penicillin;  (3)  clindamycin  or  chloram- 
phenicol and  an  aminoglycoside;  (4)  other  combi- 
nations that  cover  S pyogenes,  S aureus,  entero- 
bacteriaceae,  and  anaerobic  organisms  including  B 
fragillis  and  Clostridia. 

Dr.  Simmons  will  review  the  autopsy  findings. 

Dr.  Jerry  Simmons:  I would  like  to  thank  Dr. 
Dwight  Hertz  who  performed  the  autopsy  and  pre- 
pared the  report  for  this  conference. 

Histologic  sections  of  the  first  debridement  spec- 
imen revealed  skeletal  muscle  which  had  undergone 
extensive  ischemic  changes.  There  was  loss  of  the 
cross  striations  and  prominent  eosinophilia  in  the 
muscle  fibers,  and  pyknosis  of  the  nuclei. 

There  was  extensive  acute  inflammation  extend- 
ing between  the  muscle  fibers,  as  well  as  fibrin 
deposition  and  focal  areas  of  necrosis. 

Sections  of  the  second  debridement  specimen 
showed  similar  changes  with  acute  inflammatory 
cells,  fibrin,  and  basophilic  necrotic  debris  extend- 
ing into  the  subcuticular  fascia.  There  was  also  ne- 
crosis and  vascular  thrombosis  in  some  areas  of 
severe  inflammation. 


A common  mistake  is  to  postpone  surgical  inter- 
vention, hoping  to  arrest  the  rapidly  progressive 
infection  with  antibiotics  alone. 


The  autopsy  demonstrated  involvement  of  the  fas- 
cia of  the  left  lower  extremity,  and  partial  destruc- 
tion of  the  liver,  lungs,  and  kidneys.  Histologic 
sections  of  the  liver  revealed  extensive  necrosis  of 
the  hepatocytes  surrounding  the  central  veins.  This 
process  extended  through  the  hepatic  cords  with 
preservation  of  the  portal  regions.  There  was  a 
breakdown  of  the  sinusoids,  areas  of  hemorrhage, 
and  acute  inflammation.  Within  the  kidney,  histo- 
logic sections  revealed  afferent  and  efferent  arterial 
thickening  as  well  as  hyalinized  deposits  within  the 
glomeruli  (Kimmelstiel- Wilson  lesions).  There  was 
also  marked  ischemic  changes  with  renal  tubular 
necrosis  and  interstitial  edema.  Histologic  sections 
of  the  lung  showed  extravasation  of  red  blood  cells 
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into  alveolar  spaces  along  with  a pink  proteinaceous 
fluid  and  foamy  macrophages.  An  incidental  finding 
was  a nine  cm  adrenal  carcinoma. 

The  cause  of  death  was  sepsis  with  multi-system 
organ  failure. 

SUMMARY 

Dr.  Salem:  In  summary,  necrotizing  fasciitis  is  a 
serious  soft  tissue  infection  that  requires  both  med- 
ical and  surgical  therapy.  The  seriousness  of  the 
syndrome  is  frequently  not  recognized  and  defini- 
tive surgical  debridement  is,  unfortunately,  de- 
layed. Multi-system  organ  failure  often  occurs  and 
must  be  treated  aggressively. 
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DOCTOR, 

Is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to 
consider  the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  prac- 
tice situations  available  to  qualified  physicians.  Clinical  and  hospital-based  practices 
in  small  towns,  cities,  major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe, 
Asia,  Panama.  Full-time  academic  positions.  Full-time  research  and  development 
positions.  Fellowships  that  pay  like  practice  positions.  For  a confidential  evaluation, 
compensation  estimate,  and  vacancy  projection,  call 


V. 


Major  Mike  Edwards 
(816)  891-7720 

ARMY. 

BEAUYOUCANBE.  (Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 
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South  Dakota 
Founck)tion  for 
fUedicol  Core 

Helpful  Medical  Record  Documentation  Guidelines 

To  help  facilitate  complete  and  uniform  patient  record  documentation,  the  following 
set  of  hospital  medical  record  charting  guidelines  are  suggested. 

As  indicated  below,  the  guidelines  describe  the  attending  physician's  responsibilities 
in  medical  record  documentation. 

Following  these  charting  guidelines  should  help  reduce  errors  of  omission  and  facilitate 
Identification  of  the  patient's  clinical  status  at  any  point  in  time. 

THE  FOLLOWING  SHOULD  BE  WELL  DOCUMENTED  ON  EVERY  CHART: 

1 . A complete  history  and  physical  written  or  countersigned  by  the  attending  physician. 
A note  written  by  the  admitting  physician  within  24  hours  of  admission  should 
usually  include  the  following: 

A.  Reason  for  admission. 

B.  Projected  workup. 

C.  Projected  therapy. 

D.  Discharge  plan. 

2.  All  indicated  ancillary  services  recorded  and  interpreted  in  progress  notes. 

3.  Any  necessary  consultations  should  be  answered  within  a reasonable  time,  usually 
within  24  hours  for  acute  problems. 

4.  Progress  notes  should  be  written  at  least  every  48  hours  and  they  should  reflect  the 
clinical  status  of  the  patient.  Any  necessary  updates  as  to  changes  in  diagnosis  and/ 
or  current  workup  should  also  be  documented  In  the  progress  notes.  Progress  notes 
should  provide  evidence  of  continuous  control  by  the  responsible  physician  at  all 
times. 

5.  Patient  records  should  justify  need  for  any  surgery  and  reasons  if  surgery  is  delayed. 

6.  Sequential  pre-op  and  post-op  anesthesia  notes  should  be  recorded  in  the  record. 

7.  Discharge  summaries  should  be  completed  within  two  weeks  after  discharge  and 
should  include  the  following: 

A.  Reason  for  admission; 

B.  Discharge  diagnosis; 

C.  Any  and  all  procedures  performed; 

D.  Pertinent  discharge  Instructions  (Including  post  hospital  care  instructions). 
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Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Sense  of  Tradition 

CHRISTMAS  TRADITIONS  PLAY  a great  part  in  our 
lives.  Traditions  are  dear  to  us  because  they 
give  us  a sense  of  warmth,  of  belonging,  and  of 
continuation. 

Every  culture  has  its  own  unique  sense  of  tradi- 
tion. People  who  move  around,  like  my  family, 
have  the  advantage  of  gathering  bits  and  pieces  from 
other  people.  In  our  home  Spanish  and  American 
Christmas  traditions  are  intertwined.  In  the  same 
way,  America  possesses  a unique  traditional  kalei- 
doscope. Every  family  celebrates  Christmas  pretty 
much  the  same  way  except  some  variance  here  and 
there.  A fact  which  symbolizes  America’s  conver- 
gence of  varied  cultural  origins. 

The  same  happens  with  the  Auxiliary.  Christmas 
arrives  and  auxilians  feel  that  particular  sense  of 
warmth,  of  belonging,  and  of  continuation.  The  dif- 
ferent districts  across  the  state  are  actively  involved 
in  their  own  unique  ways.  However,  they  all  share 
one  particular  interest  in  common. 

For  the  Auxiliary,  it’s  of  supreme  importance  to 
increase  the  AMA-ERF  pot  during  the  holiday  sea- 
son. Christmas  is  the  time  of  the  year  when  people 
feel  the  strongest  sense  of  sharing.  Gifts  to  AMA- 
ERF  ensures  the  continuation  of  the  medical  profes- 
sion, it  benefits  society,  and  it  also  keeps  the  Aux- 
iliary organization  on  its  toes. 

Christmas  activities,  for  the  purpose  of  fundrais- 
ing, vary.  They  range  from  sharing  cards,  sale  of 
Christmas  cards,  dinner  parties,  dances,  auctions. 


bazaars,  cookbook  sales,  raffles,  TRASH  perform- 
ances, and  many  more.  The  money  raised  goes  to 
AMA-ERF  and  also  to  local  worthy  causes.  Year 
after  year  the  Auxiliary  finds  time  during  the  hectic 
holiday  schedule  to  continue  its  work  promoting 
quality  of  life  for  all  people  and  by  the  same  token, 
also  the  medical  profession.  That’s  a tradition! 

While  we  hurriedly  go  about  our  lives  we  seldom 
stop  to  give  meaning  to  what  deserves  it.  The  Christ- 
mas season  is  no  different  from  any  other  time.  This 
Christmas  let’s  take  a few  moments  to  think  of  the 
real  meaning  of  the  occasion.  It’s  time  to  celebrate 
the  birthday  of  one  whose  chief  contribution  is  love, 
his  greatest  gift  to  the  world.  Henry  Van  Dyke’s 
words  about  the  significance  and  spirit  of  the  season 
In  Keeping  Christmas  are  most  appropriate: 

. . . Are  you  willing  to  believe  that  love  is  the 
strongest  thing  in  the  world  — stronger  than 
hate,  stronger  than  evil,  stronger  than  death 
— and  that  the  blessed  life  which  began  in 
Bethlehem  nineteen  hundred  years  ago  is  the 
image  and  brightness  of  the  Eternal  Love?  Then 
you  can  keep  Christmas, 

And  if  you  keep  it  for  a day,  why  not  always? 
But  you  can  never  keep  it  alone. 

Whatever  your  tradition,  may  the  spirit  of  Christ- 
mas and  New  Year  bring  out  the  best  in  you.  So 
you  can  share  with  family  and  friends  the  feelings 
of  warmth,  of  belonging,  and  of  continuation  for- 
ever. ■ 


SEASON’S 
GREETINGS!  ! 


Wyeth  Jerry  Maginn 
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This  Is  Your  Medical  Association 


Rapid  City  Medical  Center  announces  that  Gary  S. 
Bochna,  M.D.,  recently  joined  their  gastroenter- 
ology department.  Dr.  Bochna,  a native  of  Mil- 
waukee, Wisconsin,  received  his  medical  degree 
from  the  Medical  College  of  Wisconsin,  Milwau- 
kee, in  1982.  He  completed  an  internship  at  the 
University  of  Missouri,  Columbia,  in  1983,  and  a 
two  year  residency  at  the  University  of  Missouri  in 
1985.  He  completed  a Fellowship  at  the  Department 
of  Internal  Medicine,  section  of  Gastroenterology 
at  the  University  of  Nebraska  Medical  Center  in 
Omaha,  in  1987.  He  is  a diplomate  of  the  American 
Board  of  Internal  Medicine. 

* * * * 

The  South  Dakota  Division  of  the  American  Cancer 
Society  recently  held  their  annual  meeting  in  Sioux 
Falls.  The  election  of  officers  was  held  at  this  meet- 
ing and  Sioux  Falls  physician,  J.M.  McMillin  was 
elected  president. 

* * * * 

Dr.  Robert  Van  Demark,  Sr.,  Sioux  Falls  or- 
thopedic surgeon  and  editor  of  this  Journal,  was  the 
recipient  of  the  1987  Humanitarian  of  the  Year 
Award  from  the  South  Dakota  Human  Services  Fo- 
rum at  their  recent  meeting  in  Aberdeen. 

* * * * 

Mark  C.  Werpy,  M.D.  of  Pierre  and  Daniel  Hei- 
nemann,  M.D.  of  Canton  were  named  Fellows  of 
the  American  Academy  of  Family  Physicians.  This 
degree  was  received  at  the  recent  annual  convention 
of  AAFP  which  was  held  in  San  Francisco. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


Springfield  announces  the  arrival  of  the  new  family 
practice  physician  for  their  new  clinic.  Dr.  Arthur 
C.  Catsam.  Dr.  Catsam,  a native  of  Massachusetts, 
came  to  South  Dakota  from  Clarksburg,  West  Vir- 
ginia. He  received  his  medical  degree  from  Boston 
University  School  of  Medicine.  He  completed  his 
internship  and  residency  training  at  United  Hospital 
Center  in  Clarksburg. 

Dr.  Catsam  came  to  Springfield  with  his  wife, 
Mary  Lynne,  who  is  a registered  nurse.  She  will 
also  work  in  the  clinic. 


Chester  McVay,  M.D.,  Yankton  surgeon,  re- 
cently died  at  the  age  of  77.  He  was  bom  and 
raised  in  Yankton.  He  graduated  from  Yankton 
College  in  1933;  received  his  medical  degree  from 
Northwestern  University  in  Chicago  in  1938  and 
in  1939,  he  received  his  doctorate  in  gross  anat- 
omy. He  was  board  certified  by  the  American 
Board  of  Surgery.  He  served  in  the  military  dur- 
ing World  War  II. 

Dr.  McVay  joined  the  staff  of  the  University 
of  South  Dakota  School  of  Medicine  in  1946, 
where  he  was  an  associate  professor  of  anatomy 
and  clinical  professor  of  surgery  until  1974.  He 
then  became  professor  and  chairman  of  the  sur- 
gery department  until  gaining  Emeritus  status  in 
1977.  He  served  as  chief  of  surgery  at  the  Yank- 
ton Clinic  and  Sacred  Heart  Hospital  from  1946 
until  1980,  retiring  in  1981. 

He  was  active  in  many  organizations.  He  was 
a member  of  the  South  Dakota  Board  of  Medical 
and  Osteopathic  Examiners  for  11  years  and  of 
the  State  Utilization  and  Review  Committee  for 
five  years;  an  honorary  member  of  the  South 
Dakota  State  Medical  Association;  a fellow,  gov- 
ernor and  regent  of  the  American  College;  a 
member  and  second  vice-president  of  the  Amer- 
ican Surgical  Association;  president  of  the  Cen- 
tral and  Western  Surgical  Association  and  pres- 
ident of  the  Fredrick  A.  Coller  Surgical  Society. 
He  was  instmmental  in  developing  USD  Medical 
School  into  a four  year  degree  granting  school; 
in  opening  Yankton’s  first  clinic;  and  in  devel- 
oping a residence  program  in  surgery  in  Yankton. 
He  had  an  international  reputation  as  a surgeon 
and  lectured  throughout  the  world. 

Survivors  include  his  wife  of  48  years,  June; 
two  sons:  Michael  McVay,  M.D.,  Yankton:  and 
John,  Peton,  Colo.;  a daughter:  Mrs.  James 
(Lynn)  Jensen,  Yankton;  nine  grandchildren;  a 
brother:  Hugh,  St.  Paul,  Minn.;  and  a sister:  Mrs. 
James  (Jean)  Lawrence,  Williamsburg,  Mich. 
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Both  Clark  Likness,  M.D.  of  Watertown  and  Joel 
Huber,  M.D.  of  Redfield  were  recertified  as  dip- 
lomates  of  the  American  Board  of  Family  Practice, 
after  passing  the  recertification  examination. 

* * * 

William  Sorrels,  D.O.,  board  certified  pediatri- 
cian, has  opened  his  pediatric  practice  in  Mitchell. 
Dr.  Sorrels  is  a native  of  Wenatchee,  Washington. 
He  received  his  bachelor  of  pharmacy  and  com- 
pleted a clinical  pharmacy  fellowship  at  Washington 
State  University  at  Pullman,  Wash.  He  received  his 
osteopathic  degree  from  the  Texas  College  of  Os- 
teopathic Medicine  at  Ft.  Worth,  Texas  in  1979. 
He  completed  his  residency  in  pediatrics  at  DGMC/ 
University  of  California  Davis,  Travis  Air  Force 
Base  at  Sacramento  in  1982. 

Dr.  Sorrels  served  as  base  pediatrician  at  Loring 
Air  Force  Base  in  Maine,  1982-1984,  and  at  that 
time  completed  the  Fison’s  Laboratory  Allergy  and 
Asthma  Program.  Prior  to  coming  to  Mitchell,  he 
was  associated  with  the  Pittsburg  Medical  Center  at 
Pittsburg,  Texas.  He  was  elected  a Fellow  of  the 
American  Academy  of  Pediatrics  in  1986. 

He  and  his  wife  have  two  children. 

* * * * 

John  C.  Vander  Woude,  Jr.,  M.D.  has  recently 
joined  North  Central  Heart  in  Sioux  Falls.  He  spe- 
cializes in  heart,  vascular  and  chest  surgery.  Dr. 
Vander  Woude,  a native  of  Sioux  Falls,  received 
his  B.S.  degree  at  the  University  of  South  Dakota 
Medical  School  in  1976  and  his  medical  degree  in 
1978,  at  the  Washington  University  School  of  Med- 
icine, St.  Louis,  Missouri.  He  completed  seven  years 
of  internships  and  residencies  in  general  surgery  and 
cardiac  surgery  at  Barnes  Hospital  and  Washington 
University  in  St.  Louis.  He  completed  a two  year 
residency  in  cardiac,  vascular  and  thoracic  surgery 
at  Texas  Heart  Institute,  St.  Luke’s  Episcopal  Hos- 
pital and  M.D.  Anderson  Hospital  in  Houston, 
Texas,  prior  to  returning  to  Sioux  Falls  to  practice. 

* * * * 

The  University  of  South  Dakota  School  of  Medicine 
announced  that  two  of  its  faculty  physicians  have 
been  selected  to  appear  as  regular  guest  experts  on 
“Healthbeat”;  a five  minute  medical  feature  broad- 
cast on  KELO-TV’s  Early  News.  Mary  Ann  Bau- 
man, M.D.  and  Michael  Heisler,  M.D.  are  both 
Assistant  Professors  of  Internal  Medicine  at  the 
medical  school  and  will  provide  their  professional 
knowledge  and  experience  in  responding  to  topical 
medical  issues.  ■ 


EMERGENCY  PHYSICIAN 
NEEDED 

ABEM  certified  or  prepared  emergency 
physician  needed  to  join  five  other  EP’s. 
Modern  emergency  department  in  390- 
bed  community  hospital  with  20,000 
patient  visits  annually  (increasing  re- 
lentlessly). Located  in  the  Black  Hills. 
Rapid  City  offers  mild  climate,  fantastic 
winter  and  summer  recreation,  excel- 
lent schools.  Outstanding  salary  and 
full  corporate  benefits  after  only  one 
year. 

Contact: 

Gregory  J.  Iverson,  M.D.,  FACER 
Rapid  City  Regional  Hospital 
P.O.  Box  6000 
Rapid  City,  SD  57709 
or  phone:  (605)  341-8222 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 
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FAMILY  PRACTICE 


OPPORTUNITIES 
AVAILABLE  THROUGHOUT 
CENTRAL  & WESTERN 
NORTH  DAKOTA 


Excellent  opportunity  to  join  a large  multi- 
specialty group  seeking  physicians  for  several 
satellites. 


Competitive  salary  guarantee  and  full  benefit 
package  including  profit  sharing. 

For  more  information,  send  CV  to: 


DURHAM  MEDICAL  SEARCH,  INC. 

6300  Transit  Road 


PO  Box  478 
Buffalo,  NY  14043 

OR  CALL 

1-800-633-7724 


National  Association 
OF  Physicians  Recruiters 


Family  Practice  Physician 

Immediate  openings  in  multi-specialty  Com- 
munity Health  Center.  Urban/rural  sites 
available  in  Kern  County,  California.  Very 
competitive  salary  and  benefit  package 
available.  Modern  facilities  with  comprehen- 
sive support  system  of  lab.  X-ray,  pharmacy, 
etc.  We  believe  we  can  offer  a physician  a 
supportive  professional  environment  in  which 
to  practice  while  also  offering  an  exceptional 
financial  package.  We  also  have  the  flexi- 
bility with  five  clinic  sites  available  to  provide 
a wide  range  of  lifestyle  and  practice  op- 
portunities. For  more  information  call: 

Jack  Hicks,  AssT.  Dir. 

Clinica  Sierra  Vista 
P.  O.  Box  457 
Lamont,  CA  93241 
805-845-3731 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  Its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Ralter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


1 


FAMILY  PHYSICIAN 
NEEDED 

Immediate  need  for  BC/EB  Family  Physi- 
cian to  join  2 established  Family  Physicians 
in  private  practice  in  N.W.  Iowa  community 
of  5,000.  Modern  clinic  across  the  street  from 
JCAH  hospital. 

Excellent  salary  and  fringe  benefits  with  part- 
nership opportunity.  Locum  tenens  oppor- 
tunity available  also. 

Contact: 

Sheldon  Family  Practice  Associates 
206  N.  7th  Ave. 

Sheldon,  I A 51201 

or  call  collect:  (712)  324-251 1 
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■New  SDSMA  Members 


MEMBERS 

Bernie  Bahnson,  M.D. 

Central  Plains  Clinic 
2727  S.  Kiwanis 
Sioux  Falls,  SD 

Stephen  A.  Head,  D.O. 

Mobridge  Radiology 
1221  Third  Ave.,  W. 
Mobridge,  SD 

Ralph  A.  Heirigs,  M.D. 

I 1010  Ninth  St. 

! Rapid  City,  SD 

Stephen  M.  Kovarik,  M.D. 

1408  Enchantment  Rd. 

Rapid  City,  SD 

John  M.  McKichan,  M.D. 

620  Third  Ave.,  SE 
Aberdeen,  SD 

Edmund  C.  Burke,  M.D. 

USDSM,  Dept,  of  Peds. 

1100  S.  Euclid  Ave. 

Sioux  Falls,  SD 

Egon  Dzintars,  M.D. 

2800  Jackson  Blvd. 

Rapid  City,  SD 

Robert  Dahl,  M.D. 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Edith  Welty,  M.D. 

PHS  Indian  Hospital 
3200  Canyon  L^e  Dr. 

Rapid  City,  SD 

Amir  Manoutchehri,  M.D. 

V.A.  Medical  Center 
Hot  Springs,  SD 

John  Hermanson,  M.D. 

R.R.  #2,  Box  2025 
Brandon,  SD 

Gregory  Sperle,  M.D. 

2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

ASSOCIATE  MEMBERS 

Carol  Conrad-Forrest,  M.D. 

4683  N.  70th  St. 

Milwaukee,  WI 


Kevin  A.  Myhre 

10  S.  Pine  St. 

Vermillion,  SD 

Daniel  Hicks,  M.D. 

4104  Valhalla  Blvd.,  Apt.  27 
Sioux  Falls,  SD 

Mark  Neustrom,  D.O. 

Dept,  of  Int.  Medicine 
2501  W.  22nd  St. 

Sioux  Falls,  SD 


Student 


Resident 


Resident 


Ped 

FP 

Ped 


FP 

S 


FP 


I/EM 

FP 

FP 


Resident 


Littmann®  Classic  II 


3M 


KREISERS  INC. 

1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1724  8th  Ave.  M. 
Sioux  Falls.  SD  Sioux  City.  Iowa  Rapid  City.  SD  Billings.  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 
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Frank  Jones,  M.D. 

Michael  B.  Heisler,  M.D. 


Dwight  Hertz,  M.D.  Dec.  17 

Skopec,  Lynn  L.,  M.D. 

Potential  Risks  Associated  With 
Indoor  Tanning  Mar.  31 

Smith,  David  A.,  M.D. 

Long  Term  lUD  User  at  Menopause  Jan.  5 

South  Dakota  Task  Force  on  Long 
Term  Care  and  Trends  in  Geriatric 
Medicine  in  South  Dakota  May  33 

Soule,  Douglas  J.,  M.D. 

Elder  Abuse  in  South  Dakota:  Part  1: 

The  Who,  How  and  Why  of  Abuse 
Jeanne  M.  Bennett,  B.S.  Oct.  7 

Elder  Abuse  in  South  Dakota:  Part  2: 

What  Can  We  Do  About  It? 

Jeanne  M.  Bennett,  B.S.  Nov.  5 


South  Dakota  State  Medical  Association 
Annual  Meeting  Sponsors 
May-p.  22,  June-p.  28 
South  Dakota  Task  Force  on 
Long  Term  Care  and  Trends  in 
Geriatric  Medicine  in  South  Dakota 

David  A.  Smith,  M.D.  May  33 

Stanage,  Willis  F.,  M.D. 

USD  School  of  Medicine 
Craniofacial  Anomalies  in  South 
Dakota:  1960  Through  1984 

John  B.  Gregg,  M.D. 

Sylvester  Clifford,  Ph.D. 

Dean  D.  Lockwood,  Ph.D. 

William  Johnson,  B.A.  Sept.  7 

T - 

This  Is  Your  Medical  Association 

Feb.-p.  29,  April-p.  33,  June-p.  29, 

Sept.-p.  31,  Oct.-p.  33,  Nov.-p.  17, 

Dec.-p.  24 

Transactions  of  the  South  Dakota 
State  Medical  Association  106th 

Annual  Meeting  Aug.  7 
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Month  Page 


Month  Page 


U 

USD  School  of  Medicine  Articles 

Calcium  Channel  Blocking  Agents: 

Basic  Pharmacology 

Michael  L.  Kauker,  Ph.D. 

Edward  T.  Zawada,  M.D. 

David  W.  Ziegler,  Ph.D.  Jan. 

Clinical  Use  of  Calcium  Channel 
Blocker:  The  Treatment  of  Essential 
Hypertension 

Michael  L.  Kauker,  Ph.D. 

Edward  T.  Zawada,  M.D. 

David  W.  Ziegler,  Ph.D.  Jan. 

Agranulocytosis  Secondary  to 
Extended-Release  Procainamide:  A 
Case  Report  and  Review  of  the 
Literature 

Patricia  Brown  Makers,  M.D. 

Anthony  G.  Salem,  M.D.  Feb. 

Atrial  Natriuretic  Factor:  A New 
Hormone  With  Possible  Clinical 
Importance 

Jerome  W.  Freeman,  M.D. 

Leonard  Gutnik,  M.D. 

Michael  G.  Bred,  Ph.D.  Mar. 

Relationship  Between  Premedical 
School  Academic  Factors  and  Actual 
Medical  School  Performance,  The 
Gary  R.  Leonardson,  Ph.D. 

Stephen  Wilson  Cook 

Greg  Charboneau,  Ed.D.  April 

Psychiatric  Manifestations  of 
Porphyria 

Lynn  Scott,  M.D. 

David  W.  Bean,  M.D.  May 

Alcoholic  Cirrhosis  and 
Hemochromatosis:  Two  Case  Reports 
and  Review  of  the  Literature 
James  R.  Homing,  M.D. 

Jerry  L.  Simmons,  M.D.  June 

Kleine-Levin  Syndrome:  A Review 
Mujeeb  H.  IGian,  M.D. 

Franklin  C.  Johnson,  M.D.  July 

Craniofacial  Anomalies  in  South 
Dakota:  1960  Through  1984 
John  B.  Gregg,  M.D. 

Sylvester  Clifford,  Ph.D. 

Willis  F.  Stanage,  M.D. 

Dean  D.  Lockwood,  Ph.D. 

William  Johnson,  B.A.  Sept. 

Clinical  Guide  to  Emergency  Room 
Evaluation  and  Management  of  the 
Violent  Patient 
Mujeeb  H.  Khan,  M.D. 

Franklin  C.  Johnson,  M.D.  Oct. 

Circadian  Renal  Excretory  Rhythm  in 
Spontaneously  Hypertensive  and 
Wistar-Kyoto  Rats 

Michael  L.  Kauker,  Ph.D. 

J.  Grant  Barr,  M.D.,  Ph.D.  Nov. 

Necrotizing  Fasciitis:  A Serious 
Soft  Tissue  Infection 
Anthony  G.  Salem,  M.D. 

Steven  Brooks,  M.D. 

Donald  Humphreys,  M.D. 

Frank  Jones,  M.D. 

Michael  B.  Heisler,  M.D. 

Jerry  Simmons,  M.D. 

Dwight  Hertz,  M.D.  Dec. 

Utilization  of  Antenatal  Care  in  The 
Prevention  and  Intervention  of  the 
Consequences  of  Parental  Alcohol  Use, 
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Zawada,  Edward  T.,  M.D. 

USD  School  of  Medicine 
Calcium  Channel  Blocking  Agents: 

Basic  Pharmacology 
Michael  L.  Kauker,  Ph.D. 

David  W.  Ziegler,  Ph.D.  Jan. 

USD  School  of  Medicine 
Clinical  Use  of  Calcium  Channel 
Blocker:  The  Treatment  of  Essential 
Hypertension 

Michael  L.  Kauker,  Ph.D. 

David  W.  Ziegler,  Ph.D.  Jan. 

USD  School  of  Medicine 
Atrial  Natriuretic  Factor:  A New 
Hormone  With  Possible  Clinical 
Importance 

Michael  L.  Kauker,  Ph.D. 

David  W.  Ziegler,  Ph.D.  Mar. 

Ziegler,  David  W.,  Ph.D. 

USD  School  of  Medicine 
Calcium  Channel  Blocking  Agents: 

Basic  Pharmacology 
Michael  L.  Kauker,  Ph.D. 

Edward  T.  Zawada,  M.D.  Jan. 

USD  School  of  Medicine 
Clinical  Use  of  Calcium  Channel 
Blocker:  The  Treatment  of  Essential 
Hypertension 

Michael  L.  Kauker,  Ph.D. 

Edward  T.  Zawada,  M.D.  Jan. 

USD  School  of  Medicine 
Atrial  Natriuretic  Factor:  A New 
Hormone  With  Possible  Clinical 
Importance 

Michael  L.  Kauker,  Ph.D. 

Edward  T.  Zawada,  M.D.  Mar. 
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Culbert 
Davis  Go. 


Mailing  Address: 

P.O.  Box  1234 
SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 


AFTER  BUSINESS  HOURS  CALL: 

DON  DAVIS 336-7915 

JOHNKNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 

336-1090 


DECEMBER  1 987 
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Future  Meetings 


January 


Secondary  Surgery  and  Management  of  the  Unfavorable 
Result,  Doubletree  Hotel,  Monterey,  CA,  Jan.  14-17.  Fee: 
$525.  19  hrs.  AMA  Category  I credit.  Contact:  PSEF,  Ex- 
ecutive Off.,  233  N.  Michigan  Ave.,  Ste.  1900,  Chicago, 
IL  60601. 


Radiology  for  Emergency  & Primary  Care  Physicians,  Kona 
Surf  Resort,  Kona,  HI,  Jan.  24-31.  Fee:  $395.  21  hrs.  AAFP 
& AMA  Category  I credit.  Contact:  Edith  Bookstein,  Conf. 
Management  Assoc.,  P.  O.  Box  2586,  La  Jolla,  CA  92038. 
Phone:  (619)  454-3212. 


February 


Terminal  Care;  Consultants  on  Clinical  and  Policy  Prob- 
lems, Mariner’s  Inn,  Hilton  Head,  SC,  Feb.  5-8.  Fee:  $175. 
23.5  hrs.  AMA  Category  I credit.  Contact:  Penny  Wein- 
garten.  Prog.  Coord.,  Concern  for  Dying,  250  W.  57th  St., 
Rm.  829,  New  York,  NY  10107.  Phone:  1-800-248-2122. 


Infectious  & Toxicologic  Emergencies,  Snowbird  Resort, 
Snowbird,  UT,  Feb.  6-13.  Fee:  $395.  21  hrs.  AAFP  & AMA 
Category  I credit.  Contact:  Edith  Bookstein,  Conf.  Man- 
agement Assoc.,  P.  O.  Box  2586,  La  Jolla,  CA  92038. 
Phone:  (619)  454-3212. 


Pediatric  Emergencies,  Royal  Lahaina  Resort,  Maui,  HI,  Feb. 
20-27.  Fee:  $395.  21  hrs.  AAFP  & AMA  Category  I credit. 
Contact:  Edith  Bookstein,  Conf.  Management  Assoc.,  P.  O. 
Box  2586,  La  Jolla,  CA  92038.  Phone:  (619)  454-3212. 


Topics  in  Geriatric  Medicine:  Drug  Therapy  Symposium 

IX,  Radisson  Univ.  Hotel,  Minneapolis,  MN,  Feb.  24-25. 
AMA  Category  I credit  avail.  Contact:  CME,  U.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 


Managing  Unstable  Angina,  MI,  Lipids,  Hyatt  Regency, 
Minneapolis,  MN,  Feb.  26-27.  AMA  Category  I credit  avail. 
Contact:  CME,  U.  of  Minn. , Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 


Conduct  Disorders  in  Children  and  Adolescents,  Snowbird, 
UT,  Feb.  24-27.  Contact:  Kathrine  Blosch,  Preferred  Meet- 
ing Management,  640  E.  Wilmington  Ave.,  Salt  Lake  City, 
UT  84106.  Phone:  (801)  466-3500. 


March 


Sixth  Annual  Critical  Care  Conference,  St.  Paul-Ramsey 
Med.  Ctr.,  St.  Paul,  MN,  Mar.  2-4.  17  hrs.  AMA  Category 
I credit.  Contact  Ruth  McIntyre,  Dir.  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

Ninth  Annual  Mammoth  Mountain  Emergency  Medicine 
Ski  Conference,  Mammoth  Lakes,  CA,  Mar.  6-11.  Fee: 


$350.  20  hrs.  AAFP  & AMA  Category  I credit.  Contact: 
Daniel  Abbott,  M.D.,  Med.  Conf.,  P.  O.  Box  52-B,  Newport 
Beach,  CA  92662.  Phone:  (714)  650-4156. 

Medical  Update  1988,  Holy  Cross  Hosp.  Fort  Lauderdale,  FL, 
Mar.  7-11.  AMA  Category  I credit  avail.  Contact:  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

Highlights  in  Women’s  Health  Care  — Cardiovascular  Fit- 
ness, Breast  Disease,  Menopause,  Orlando,  FL,  Mar.  16- 
19.  Fee:  $300.  18  hrs.  CME  credit.  Contact:  Susan  Larson, 
Dir.,  Scott  & White  Off.  of  CME,  2401  S.  31st  St.,  Temple, 
TX  76508.  Phone:  (817)  774-4083. 

Family  Practice  Today,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul, 
MN,  Mar.  17-18.  13  hrs.  AMA  Category  I credit.  Contact: 
Ruth  McIntyre,  Dir.  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640 
Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Geriatric  Medicine  Review,  Health  Sciences  Ctr.,  U.  of  Minn., 
Minneapoli2s,  MN,  Mar.  21-25.  AMA  Category  I credit 
avail.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420 
Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612) 
626-5525. 

Advances  in  Emergency  Medicine:  Toxicology  and  Infec- 
tious Disease,  San  Diego  Hilton,  Mission  Bay,  CA,  Mar. 
25-26.  9 hrs.  AMA  Category  I credit.  Contact:  Cont.  Educ. 
in  Health  Sciences,  UCLA  Extension,  P.  O.  Box  24901, 
Los  Angeles,  CA  90024.  Phone:  (213)  825-7257.  ■ 


BLACK  HILLS 
NEUROLOGY  SEMINAR 

Advances  in  Clinical 
Adult  Neurology 

10  - 12  Feb.  1988 

HOLIDAY  INN 
OF  THE 

NORTHERN  BLACK  HILLS 
Spearfish,  S.D. 

Contact: 

K.  Alan  Kelts,  M.D.,  Ph.D. 
2929  5th  Street,  Suite  240 
Rapid  City,  S.D.  57701 

Phone:  (605)  341-3770 
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